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We are pleased to present the inau-
gural issue of University Hospital, 
a biannual magazine created espe-
cially for the large and varied Uni-
versity Hospital family. Whether 
you are a former patient, a trustee 
or corporator, a physician, an em-
ployee, or simply a friend of the 
Hospital, you are an important 
part of the family, and we want 
you to know what University Hos-
pital is all about. 
In this first issue and in those to 
come. University Hospital will 
bring to its readers a broad variety 
of news stories and features that 
we hope w i l l give you some valu-
able insights about the Hospital. 
We w i l l be taking the long view, 
sharing wi th you the ideas and ac-
tions we hope w i l l shape our fu-
ture. We w i l l report on what is 
current at University Hospital, and 
introduce you to the people and 
programs that make this Hospital 
one of the most exciting medical 
centers in New England. 
We hope you enjoy this new 
magazine, and we welcome your 
comments in the form of letters to 
the editor. Send them to University 
Hospital, DOB-600, 75 E. Newton 
St., Boston M A 02118. 
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at Boston University 
Medical Center 
University Hospital is published twice each 
year to report on the activities and pro-
grams of University Hospital at Boston Uni-
versity Medical Center. The magazine is 
published by the Office of Informational 
Services, Boston University Medical Center, 
720 Harrison Ave., Boston M A 02118. 
Owen J. McNamara, director. Marjorie H . 
Dwyer, managing editor; Mary E. Mal loy, 
assistant editor; Jerome Schuerger, art direc-
tor. Donald R. Ciller is director of market-
ing and public affairs. 
About University Hospital 
University Hospital, founded in 1855, is a 
teaching hospital of Boston University 
School of Medicine. The Hospital provides 
a full spectrum of medical services. Its 379 
beds include many special-care units, in-
cluding psychiatry, coronary care, meta-
bolic, medical intensive care, surgical inten-
sive care, the New England Regional Spinal 
Cord Injury Center, the Wald Neurological 
Unit , and the Respiratory Care Center. 
University Hospital, Boston University 
School of Medicine and the University's 
Goldman School of Graduate Dentistry con-
stitute Boston University Medical Center. 
Cover: What appear to be five brightly col-
ored "planets" are actually an endoscope's 
view inside a patient's bile duct, where a 
gallstone has been discovered, then re-
moved. Photo by Desmond H. Birkett, 
M.D. Story, Page 12. 
Contents 
2 Editorial 
Chapter 372: New cost-cutting law 
threatens 'a national treasure' 
4 One O n One 
Primary nursing at University Hospital 
puts the focus on the patient 
10 Bones, Bones, Those Sore Bones 
UH's sports medicine: for champion athletes 
and for that Sunday jogger next door 
12 The Amazing Endoscope 
A versatile tool fulfills its promise 
in the hands of talented physicians 
19 U H In The Community 
Sound management practices help 
bring nursing home back to health 
21 O n The Trai l O f Alzheimer's 
Medical 'detectives' trace a 
rare illness through the ages 
23 University Hospital News 
Building plans...a new president...program 
advances...stress feature...leaders list 
29 With Help From Our Friends 
Philanthropy: An idea 
whose time has returned 
E - D - I - T - O - R - I - A - L 
Chapter 372: 
New cost-cutting law threatens 
'a national treasure' 
by J. Scott Abercrombie Jr., M . D . 
A Globe reporter last fall asked me 
to assess the probable effects of 
Chapter 372, the new Massachu-
setts law designed to l imit hospital 
costs. I replied that Chapter 372, 
as currently written, ultimately 
threatens a national treasure—the 
top-flight teaching hospitals of 
Boston. 
Today I am even more con-
vinced that Chapter 372 endangers 
the teaching hospitals, one of Bos-
ton's most renowned resources. 
Those who manage the teaching 
hospitals recognize society's con-
cern over the costs of hospital care 
and we are working within the 
limits of Chapter 372 to lower 
those costs. The dialogue that has 
been opened among business, in-
surors, government and the hospi-
tals over the passage of Chapter 
372 is a healthy one, and we shall 
continue to participate in it and 
help to find a solution to the over-
all problem. However, i t is impor-
tant for all concerned to recognize 
how Chapter 372 works in practice. 
Chapter 372's consequence, in-
tended or not, is that it rewards 
simplicity, the provision of care for 
uncomplicated diseases, and getting 
back to basics. Within limits, it en-
courages "efficiency," decreased in-
patient volume, and increased out-
patient care. 
Recent experience implementing 
Chapter 372 at University Hospital 
convinces me that the mission of 
Boston's teaching hospitals—a mis-
sion no one could call " s imple"— 
could be seriously affected in the 
long run. M y concern is that 
Chapter 372's requirements may 
impede us in carrying out our re-
sponsibility to stay in the forefront 
of clinical care and medical ad-
vancement, admittedly an expen-
sive proposition. 
GEOFFREY MOSS 
'The mission of Boston's 
teaching hospitals could 
be seriously affected' 
The following illustrates the di-
lemma Chapter 372 presents to 
teaching hospitals: 
The doctors and nurses involved 
in critical care at University Hospi-
tal several years ago became con-
vinced that more lives could be 
saved in the surgical intensive care 
unit if our critically i l l and injured 
patients could be more closely 
monitored through the use of addi-
tional specially trained staff mem-
bers and increased technology. 
We who had to decide whether 
the hospital should launch this new 
endeavor did not then have any 
way of predicting exactly how 
many more lives could be saved, 
and we could not fully predict how 
costly the effort would be. How-
ever, we did know that advancing 
the state of critical-care medicine is 
one of University Hospital's pr i -
mary missions. We decided the 
project had to go forward. 
Since that time, our critical-care 
specialists have been working to 
save lives that formerly could not 
be saved, reducing mortality in 
critical-care cases to levels once 
considered unattainable. It appears 
that their work has borne fruit: 
— I n 1979, the mortality rate in 
our surgical intensive care unit was 
slightly below the national average 
for mortality in intensive care 
units. The surgeons made their 
rounds twice a day. The nurses 
kept constant watch over the pa-
tients, calling the physicians off 
general patient floors only to re-
spond to a crisis, an approach that 
was typical of teaching hospitals. 
— I n 1980, a team of four Uni-
versity Hospital critical-care spe-
cialists launched an attempt to im-
prove survival by increasing their 
personal watch over the critically 
i l l patients on the SICU. Following 
this initiative, the mortality rate 
dropped somewhat, suggesting tha 
some positive effect was resulting 
from that intervention. 
— I n July 1981, this effort was 
expanded through creation of a 
formal Critical Care Medicine Pro-
gram, one of the first such efforts 
in the United States. The program 
involved an intensive watch over 
SICU patients by physicians as-
signed 24-hour shifts in the SICU. 
They worked closely with critical-
care nursing specialists. The mor-
tality rate that first year of the for-
mal program fell to less than half 
the national average. 
— I n 1983, research is under way 
to determine whether the dramatic 
decrease seen in the mortality rate 
of University Hospital's Critical 
Care Program is statistically signifi-
cant—that is, to ascertain whether 
the patients who survived as an ap-
parent result of the program were 
indeed as critically i l l as the pa-
tients who only a few years ago 
stood much less of a chance for 
survival. The scientific data are not 
yet in , but the apparent success of 
the Critical Care Medicine Pro-
gram has led us to maintain sup-
port for this enormously expensive 
program; to do otherwise would 
be to deny our reason for 
existence. 
Then arises the interesting ques-
tion: If we were asked now, in 
1983, to gamble on beginning such 
a costly effort, how would we re-
spond? In all honesty, I cannot say 
for sure that such an effort would 
w i n our support, for we would 
have to weigh the large budgetary 
commitment against the "effi-
ciency" mandate of Chapter 372: 
After all, the results of the pro-
posed program could not be 
guaranteed. 
This example convinces me that 
Chapter 372 threatens the very 
process of medical advancement, a 
process that should arise naturally 
from the role and mission of Bos-
ton's academic medical centers. 
Those of us who look at the 
health-cost situation from the per-
spective of a teaching hospital feel 
most poignantly the conflict be-
tween the goal of controlling costs 
and the need continually to ad-
vance the frontiers of medicine. 
Boston holds a preeminent position 
in American medicine. Talented 
people, innovative programs and a 
pioneering tradition have earned 
that preeminence over the years. 
The sense of alarm being felt in the 
teaching hospitals arises from the 
real prospect that this national 
treasure is in jeopardy. 
The ultimate consequence of 
Chapter 372—rewarding "simple" 
delivery of care and treatment of 
uncomplicated illness—fails to rec-
ognize the valuable role in society 
of academic medical centers. The 
primary mission of such hospitals 
is not for the treatment of uncom-
plicated disease conditions: They 
exist, in fact, for treatment of all 
of those conditions that by defini-
tion are not simple or uncomplicated. 
Some might question whether all 
of those lives saved in the critical-
care units are " w o r t h " being 
saved, in terms of the expense in-
volved. Those of us who are in-
volved in the care of the critically 
i l l or in managing hospital re-
sources should not be expected to 
address that issue. Indeed, were the 
framers of Chapter 372 even aware 
that their new law would force us 
to answer such a question? 
Academic medical centers, wi th 
their convergence of talented medi-
cal specialists and their concentra-
tion of very i l l patients, continually 
push back medical frontiers: The 
leaders in medicine gain new 
ground. Others in the field move 
up and hold that new ground, and 
then the leaders press forward once 
more. 
A breakthrough at an academic 
medical center today w i l l later be-
Questions and answers 
about Chapter 372 
Wbat is Chapter 372? 
Chapter 372 is a state law 
that wil l control the charges and 
revenues of Massachusetts' 
acute-care hospitals. The regula-
tions accompanying Chapter 
372 are the product of a com-
promise effort by business lead-
ers, government officials, hospi-
tal bill-payors, commercial 
insurers and representatives of 
the hospital industry. 
H o w does Chapter 372 propose 
to l imit hospital costs? 
Until now, hospitals were 
reimbursed for actual expenses 
by such third-party payors as 
Medicaid, Medicare, Massachu-
setts Blue Cross and commercial 
insurers. Under Chapter 372, 
hospitals w i l l now be prepaid 
for their services by these third-
party reimbursors. An operating 
budget based on 1981-levels ad-
justed for inflation is predeter-
mined; if a hospital overspends, 
the money comes from the hos-
pital's equity. 
come "an advanced procedure" at 
some community hospitals; on 
some later day, that procedure w i l l 
become commonplace elsewhere. 
And, what is commonplace else-
where today may be an outmoded 
procedure at outstanding academic 
medical centers, because that ap-
proach may have been replaced by 
one that is more effective or sim-
pler—^whether or not it is less 
expensive. 
We should consider carefully the 
implications of such cost-control 
measures as Chapter 372, so as to 
preserve the academic medical cen-
ters, which provide the ideal envi-
ronment for this process of 
advancement. 
/. Scott Abercrombie Jr., M.D., is president 
of University Hospital. This article appeared 
in the Boston Globe on Wednesday, May 
11, 1983. 
H o w has University Hospital 
complied with Chapter 372? 
To comply with the new law, 
the Hospital was forced to cut 
approximately $6 million from 
its requested 1982-J983 fiscal-
year budget, place a modified 
cap on hiring and lay off some 
20 employees. Because of Chap-
ter 372, salary increases alone 
would cause the Hospital to ex-
ceed its approved budget. So 
now, the Hospital must operate 
with less staff. And staff mem-
bers must do more with fewer 
resources. Despite these cut-
backs, the high quality of 
health-care offered at the Hospi-
tal has not been affected. 
Wi l l Chapter 372 really reduce 
health-care costs? 
Whether or not Chapter 372 
wi l l reduce health-care costs re-
mains to be seen. Proponents of 
the law say it wi l l completely re-
vamp hospital operations and 
bring down costs dramatically. 
On the other hand, opponents 
believe it wil l stunt the growth 
of medicine (not medical costs), 
cause some hospitals undue fi-
nancial hardship and ignore the 
needs of the patients. 
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BY N A N C Y SHEA 
One On One 
Primary nursing 
puts the focus on the patient, 
not the task 
UN T I L not too long ago, an anonymous person in white could sweep into a pa-tient's room, take the patient's blood 
pressure, perform some other ritual that the patient 
did not quite understand, nod 'good day' and leave," 
says Susan Hakim, R.N. , head nurse on one of Uni-
versity Hospital's cancer care units. Today, because of 
primary nursing, patients and nurses are developing a 
genuine rapport, which greatly improves the quality of 
care. 
Primary nursing is one-on-one care. Each patient 
has a registered nurse as his or her primary nurse 
from the time of admission to discharge. At University 
Hospital, the primary nurse assumes the responsibility, 
24-hour accountability and authority for the nursing 
care of generally two to three patients. Each patient 
also has at least one associate nurse who supports the 
work of the primary nurse and is prepared to take on 
responsibility for the patient if the primary nurse is 
absent. 
" M y primary nurse, Marcia Katz, was wonderful. I 
looked forward to seeing her in the morning because I 
felt she was really concerned with my welfare," says 
Terry Rick, a former patient at University Hospital. 
"When Marcia was not on duty, the other men and 
women on the floor were fitting substitutes. I did not 
meet a single nurse at University Hospital who was 
not devoted to the well-being of patients." 
Team vs. primary nursing 
Although primary nursing may be "the most natural 
form of nursing," as Nancy Moore, R.N, , says, it was 
not practiced in the United States until the late 1960s, 
and even then somewhat sporadically, not truly catch-
Patient Olive Sears with her primary nurse, Nancy Moore, 
R.N.: 'Primary nursing is the most natural form of nursing.' 
ing on until the late 1970s. 
Team nursing was the traditional method of nursing 
care. Team nurses were assigned to tasks rather than 
to patients. For example, one nurse would take the 
blood pressures of all the patients on the floor. No 
one staff nurse would be responsible for the total care 
of any particular patient. 
Primary nursing, in contrast, provides the patient 
with personal attention and comprehensive, continu-
ous care. "Patients are better able to take an active 
part in their health care," says Edie Shaker, R.N. 
"They can respond to one nurse, eliminating the need 
to repeat requests or explanations of needs." 
W i t h team nursing, care was fragmented and activi-
ties might be doubled up or never performed. "Nurs-
ing-care components are interrelated," says Hakim. 
" I f a nurse gives a patient a medication to ease pain, 
that same nurse should be responsible for knowing if 
the medication worked." 
As physicians have become more specialized, nurses 
have needed to concentrate on coordinating care for 
their patients, says Hakim, Traditionally, nurses have 
spent more time with patients than have other mem-
bers of the health-care team. They are in a prime posi-
tion to assess changes, act as patient advocates and 
offer suggestions to physicians on behalf of their 
patients. 
For many years, however, a shortage of registered 
nurses made primary nursing unfeasible. Even after 
the supply of nurses grew to adequate proportions to 
accommodate primary nursing, the "assembly-line" 
mentality of the 1950s continued to support team 
nursing as the most productive use of nursing time. 
What was a successful productivity tool for this na-
tion's factories in the post-war era, however, did not 
prove as effective in hospitals. The unpredictable na-
ture of humans called for a more personal approach. 
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'Most important, we found 
that the staff was ready for 
primary nursing' 
University Hospital began its conversion to primary 
nursing in the mid-1970s. "We went slowly as an in-
stitution," says Nancy Dineen, R.N. , nursing director 
for medicine, who as chairperson of the Hospital's 
Primary Nursing Committee was one of the driving 
forces behind the change. "First, we had to make sure 
we had the staff and the organization to convert to 
primary nursing." 
The Primary Nursing Committee found all the in-
gredients necessary for a successful primary nursing 
program at the Hospital. For example, the Committee 
found that the Hospital's nurse-patient ratio was very 
good; the nursing staff would not need to be increased 
to implement primary nursing. The ratio of profes-
sional to non-professionals on the nursing staff always 
has been very high, says Dineen. Today, at University 
Hospital, 407 of the 533 nursing staff members are 
registered nurses. 
"Most importantly, however, we found that the 
staff was ready for primary nursing," says Dineen. 
"Staff members were competent, committed profes-
sionals interested in more responsibility and 
accountability." 
Administrative support for primary nursing and 
trust in nursing expertise existed at the time the Nurs-
ing Department chose to institute primary nursing. 
Administrators' reactions to the change have been 
positive. "Over the last five to eight years, our nursing 
staff has gone from very good to excellent," says Wal-
ter Levensaler, the Hospital's administrator of person-
nel and labor relations. 
Today, primary nursing is practiced on all the Hos-
pital's patient-care floors. In addition to its benefits 
for the patient, primary nursing also has increased job 
satisfaction and generated a strong sense of profes-
sionalism among nurses. The image of nursing as 
work involving bedpans and baths has been irrevoca-
bly shattered. "Primary nurses are now full members 
of the health-care team," says Dineen. "The physi-
cians and other health professionals now ask for the 
primary nurse by name." 
"Because they have a vested interest in the patient, 
the nurses are better able to interact with physicians," 
says M a r k Moscowitz, M . D . , a University Hospital 
internist. "The patients feel strongly about primary 
nursing; the continuity of care they receive from the 
nurses is very reassuring," he adds. 
Comprehensive care is dependent upon a solid nurs-
ing care plan. "To create a nursing plan, I have to 
know my patient's needs," says Denise Jeffrey, R.N. 
" I study my patient's history, talk with the patient 
and his family." In formulating a nursing care plan, 
the primary nurse must he informed not only about 
the patient's diagnosis and medical history, hut about 
such related areas as respiratory status, mobility, nu-
tritional needs, sexuality as it pertains to his or her 
illness, the patient's understanding of his or her illness 
and the coping resources the patient has to rely on 
during and after hospitalization. 
To carry out a comprehensive nursing care plan, the 
primary nurse must keep all these areas in mind when 
performing her or his daily duties, such as setting up 
patient meals, distributing medications, taking vital 
signs (blood pressure, pulse, heart rate), giving baths 
and changing dressings. Because the patient's needs 
may change at any time, the primary nurse must he 
prepared to make changes in the original nursing care 
plan. 
One of the keys to providing continuous, appropri-
ate care is 24-hour accountability, which means the 
primary nurse must plan for patients on a 24-hour 
basis, and he aware—through conferences and docu-
mentation—of the patients' status at all times. It does 
not mean that the nurse carries a page unit and is on 
call at all times. When the primary nurse is not on 
duty, an associate nurse w i l l ensure that the primary 
nurse's nursing care plan is carried out. 
Concerned about pressure 
" A t first, I was frightened by the prospect of 24-
hour accountability. I thought it would he too much 
pressure, too much responsibility," says Beth Thomp-
son, R .N. "When I learned that accountability was es-
sentially a 24-hour nursing plan, and when I saw how 
my patients benefited from the continuity of care, I 
lost my apprehensions and began to enjoy the 
responsibility." 
Another important aspect of comprehensive care is 
patient education and information. "Providing patient 
education is not as simple as it may sound," says 
Hakim. "The primary nurse must know the patient's 
educational needs, as well as being able to sense when 
the patient is ready to talk or learn more about his or 
her illness. If the nurse approaches a patient in a emo-
tion-filled moment, the information may not sink in or 
it might cause the patient unnecessary anxiety," she 
says. 
"Ms . Nanette Citro was my primary nurse," says 
Charles T. McGrath, a former patient at University 
Hospital. "She explained all about my condition and 
6 
'The continuity of care 
(patients) receive from the 
nurses is very reassuring 
Debra Nichols, M.D., center, and Nancy Moore, R.N., pay a visit to Olive Sears. 
how I could still live a reasonably normal life if I fol-
lowed the prescribed regimen. She drew up a chart 
showing my daily medications and when I should take 
them. She certainly improved my outlook, and I left 
the Hospital very encouraged. It was so kind and con-
siderate of her to take her time to reduce my 
apprehension." 
Being an advocate, staying informed 
The primary nurse also is an advocate for patients, 
watching out for patient needs and offering sugges-
tions on their behalf. "One nurse, Janet Krauss, has 
helped many times with a particularly sensitive patient 
of mine," says Moscowitz. "Each time the patient is 
admitted, Janet makes an effort to sign on as the pr i -
mary nurse. The continuity helps my patient a great 
deal," he adds. 
The primary nurse also coordinates the patient's in-
volvement with many disciplines. " A patient may be 
physically fit but afraid to walk down stairs," says 
head nurse Hakim. The primary nurse would know 
about such a fear from conversations with the pa-
tient's physical therapist. 
The primary nurse also would be informed about 
other emotional and social issues affecting the patient. 
For example, if a respiratory patient's oxygen tanks 
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had not been installed at home, the primary nurse 
would be informed by the respiratory therapist. A so-
cial worker could contact the primary nurse if a pa-
tient's landlord had turned off the heat in his apart-
ment. The primary nurse also would know, through 
discussions wi th the family or the patient's social 
worker, if a patient's family was not ready to care for 
the patient at home. 
Collaboration also entails communicating with 
other primary nurses on the floor. Primary nurses 
share responsibilities among themselves. The primary 
nurse works within the context of the unit as a whole 
and recognizes a responsibility to all patients in the 
unit. 
"We have to remember that we don't own our pa-
tients," says Jeanne Vandle, R.N. " I f we didn't help 
each other out, we'd end up working in a vacuum and 
our patients would become too dependent on us. We 
need each other's support, and the patients benefit if 
we share information." 
On most nursing units, the entire nursing staff 
meets at least once a week to give and receive advice, 
to obtain support for nursing decisions and to work 
out solutions to problems. On the cancer floor where 
Hakim, Moore and Jeffrey work, the session is led by 
a psychiatrist. The psychiatrist helps the nurses deal 
with disturbing feelings provoked by the nearness of 
death, disfigurement, disability and pain. "Primary 
nurses sometimes feel a global responsibility. If a pa-




Karen K. Day chosen 
after national search 
to head nursing at U H 
Karen K. ihiv, 
K .N. . M.S.N.. I V -
cently was appointed 
nursing administrator 
for University Hospi-
tal. Day began her 
duties as nursing ad-
ministrator at Univer-
sity Hospital on Feb. 
is ' , 198.T She believes 
that the most impor-
tant duty of her new 
position is to "deliver 
the highest possible 
care to patients while still working within the in-
stitution's available resources." Her goal for the 
University Hospital Nursing Department is to 
continue to offer efHcient quality nursing care. 
She already has retirgani/.ed the Department to 
maximize its efficiency while reducing adminis-
trative costs. 
Da\e to University Hospital from San 
Francisco, where she had worked as the associ-
ate director of the nursing service at the Univer-
sity of Ualitoniia and as an assistant clinical pro-
fessor at the University's School of Nursing. 
Day received her associate degree in applied 
science in nursing from Delta College School of 
Nursing, Michigan, in 1972. She graduated 
sumnia cum laude with a bachelor of science de-
gree in nursing in 1975 from the University of 
Michigan School of Nursing. In June 1979, she 
received her master of science degree in nursing 
from the University of California, San Francisco. 
Involvement costs—but worth it 
Most nurses agree that primary nursing can be 
emotionally draining. "That's one of the biggest dif-
ferences between team nursing and primary-nursing," 
says Shaker. " I n team nursing, you don't have to get 
involved. It makes primary nursing harder, but it's 
worth i t . Besides, the patient needs to know that 
there's at least one person whom he or she can talk 
t o . " 
"Mary Ann Barry was my primary nurse," says 
Patricia J. McCarron, a former patient. "She was an 
extra-special person who took those few extra minutes 
to explain and listen to my concerns and fears." 
The primary nurse also must work with the patient 
and the family in assessing the patient's readiness for 
discharge or need for follow-up care. The primary 
nurse works with the family to make the patient's 
transition from hospital to home as smooth as possi-
ble. "Working with the family is one of the most re-
warding parts of primary nursing," says Shaker. 
For Beth Thompson, R.N. , primary nursing is 
draining but it also allows her to know when she's 
done a really good job with a patient. Wi th team 
nursing, she knew all the patients were resting com-
fortably at the end of the day, which was satisfying— 
but not as personally fulfilling as feeling that she may 
have made a difference in her patient's life. 
The involvement primary nursing requires may be 
both the best and the worst aspect of primary nursing. 
"Nurses can burn out ," says Hakim. "It's a real chal-
lenge to balance involvement and objectivity. The 
nurse has to be a professional to keep giving day after 
day, and lose neither idealism or objectivity. The pri-
mary nurse has to rely on nursing standards to keep 
empathy from changing to sympathy, which can lead 
to emotional fatigue." Nancy Moore wouldn't have it 
any other way: "As far as I 'm concerned, there's no 
point in not getting involved. That's why I 'm here." • 
Nancy Shea, who wrote this story as a member of the Office 
of Informational Services' staff, now is on the staff of St. 
Francis Hospital, Miami Beach, Fla. 

Bones, Bones, 
Those Sore Bones 
One of the many areas of special 
expertise at University Hospital at 
Boston University Medical Center 
is sports medicine. 
Sports medicine physicians work 
with such professional teams as the 
Boston Celtics and the Boston 
Breakers and are actively involved 
with intercollegiate athletic teams 
at Boston University, Northeastern 
University and the University of 
Massachusetts at Boston. 
In addition to treating competi-
tive athletes, the sports medicine 
specialists at University Hospital 
spend a great deal of time with 
"recreational" athletes of all kinds. 
Whether they are weekend joggers 
or church-league ballplayers, recre-
ational athletes rely on Hospital 
specialists not only for diagnosis 
and treatment, but also for the ad-
vice of U H sports medicine experts 
on how to avoid injury. 
Above, Anthony Schepsis, M.D., 
a University Hospital orthopedic 
specialist, examines New Eng-
land collegiate wrestling cham-
pion Mike Enzien of Boston 
University at a sports-medicine 
clinic conducted by University 
Hospital. 
At right, University Hospital or-
thopedic surgeon Richard Paul, 
M.D., has a sideline consultation 
with Gerry Raymond, an offen-
sive guard for the Boston 
Breakers. 
At left, University Hospital's 
Thomas Silva, M.D., the Boston 
Celtics team physician and a key 
factor in keeping the team 
healthy through many champion-
ship seasons, goes onto the court 
in mid-game to check Celtic star 
Larry Bird for an injury. 
BY O W E N J. M C N A M A R A 
The Amazing Endoscope 
A versatile tool fulfills its 
promise in the hands of 
talented physicians 
The videotape flashes on, 
and you immediately feel 
you are at the command-
er's seat in the cockpit of a 
spaceship, pulsing along 
over a strange and grand 
landscape, one that makes 
the surface of the moon 
seem commonplace. Oddly 
shaped globules slowly ap-
proach on your horizon, 
speed up as your flight 
paths converge, then sud-
denly whip past your 
windshield. Your vehicle 
slows, then stops, as you 
come upon a niche in the 
canyon wall, where in the 
glare of your headlights 
rests a pile of brilliantly 
colored rocks. 
What you are looking 
upon, traveler, is a cluster 
of small gallstones in the 
bile duct of a 52-year old 
Hingham resident we'll call 
John Doe. You have just voyaged through John's in-
ner space by way of an endoscope. 
MEDICINE'S ability to look at the inside of the patient from the outside began with Madame Marie Curie's discovery of radium 
in 1898, and has been evolving in recent years at an 
amazing pace, thanks to such sophisticated methods 
as computerized axial tomography (CAT) scanners, 
digital subtraction angiography and the still-experi-
mental nuclear magnetic resonance. 
On the other hand, flexible endoscopy—the tech-
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Desmond H. Birkett, M.D., examines patient's bile 
duct as surgical resident Gary Smotrich, M.D., looks on. 
nique employing a tube 
that allows physicians to 
peer at the body from the 
inside, to see with their 
own eyes the condition of 
the body's cavities and 
hollow organs, and then to 
carry out procedures to 
correct problems they 
find—is comparatively 
new, having been devel-
oped within the last two 
decades, and greatly im-
proved in the last five 
years. 
Rigid scope plays 
key role 
The flexible endoscope 
was preceded by the rigid 
endoscope, which although 
limited in the distance it 
can be inserted, is still a 
valuable tool. In fact, the 
rigid version of the device 
is employed in examining 
such areas as the knee joint or the urinary bladder, 
situations in which the rigid scope offers better clarity 
and in which flexibility is not required. 
Like "body imaging" from the outside, flexible en-
doscopy holds tremendous prom.ise: Indeed, at teach-
ing hospitals like University Hospital at Boston Uni-
versity Medical Center, endoscopy today is delivering 
on that promise in the diagnosis and treatment of nu-
merous common and not-so-common ailments. 
A crucial component in University Hospital's special 
approach to endoscopy lies in the program's interdis-
ciplinary nature: Members of the Hospital's Divisions 
of Medicine and Surgery work together to make the 
most of the endoscope's great potential. Director of 
the Gastrointestinal Endoscopy Unit is Robert Burak-
off, M . D . Heading the Section of Gastrointestinal Sur-
gery and Surgical Endoscopy is Desmond H . Birkett, 
M . D . 
The advantages of endoscopy are numerous: 
• The physician can look deep inside the body and 
see firsthand where a problem—such as a lesion, a po-
lyp or an inflamed area—may lie. 
• The endoscope's versatility in many cases allows 
immediate treatment of a condition, without any sur-
gical incision. 
• Procedures undertaken with the endoscope are 
less painful than most operative procedures, and thus 
require much lower levels of sedation. 
• The patient's length of stay for endoscopic proce-
dures is shorter than it would be for surgery, and the 
cost of hospitalization consequently is lower. 
The flexible endoscope, the tool that makes this 
peering inward possible, is a flexible tube that con-
tains thousands of fiber-optic strands, glass-coated 
rods that transmit light by bouncing it along the flexi-
ble strand, and bending it around corners into the 
twisting recesses of the body. 
The tip of the flexible endoscope, manipulated by 
the hands of a skilled physician, can make turns of up 
to 270 degrees. This small but versatile tip has a view-
ing lens (which also allows photographs to be taken) 
and an opening through which is passed a wire or 
other tool suited to a surgical task. To light the way 
for both the eye and the camera, the tip also contains 
a tiny but powerful "headlight." 
A variety of uses possible 
The flexible endoscope allows physicians at Univer-
sity Hospital to accomplish procedures that five years 
ago would not have been possible. For example: 
• removing gallstones and kidney stones; 
• conducting a diagnostic survey of the intestinal 
tract; 
• treating bleeding ulcers; 
• helping to diagnose and to control bleeding from 
portal hypertension (sustained high pressure in the 
veins leading to the liver); 
• detecting trouble spots in the lungs and conduct-
ing biopsies; 
• removing polyps and small tumors. 
Thus, at University Hospital, the endoscope is mak-
ing a major difference in the diagnosis and treatment 
of a number of health problems. The articles in this 
special section reveal how physicians at the Hospital 
are playing an important role in advancing the use 
and effectiveness of the endoscope in a number of spe-
cial ways. 
Owen J. McNamara is director of the Office of Informa-
tional Services of Boston University Medical Center. 
Stopping dangerous bleeding 
BY LAURA W H I T E 
Special endoscopes prove 
to be a boon to both the 
patient and the physician 
I B lE E D I N G from portal hypertension (a condition 
involving high pressure in the veins leading to the 
liver) and bleeding peptic ulcers are two of the many 
serious medical conditions that are corrected through 
the use of endoscopy at University Hospital. 
In portal hypertension, the liver is scarred (in many 
cases because of alcoholism or hepatitis); as a conse-
quence, blood that would normally flow through the 
liver to be cleansed on its way back to the heart can't 
get through, and hacks up into the blood system of 
the gut. At that point, the veins rupture. 
People bleeding from portal hypertension are among 
the most seriously i l l patients in University Hospital, 
where the general severity of illness is already very 
high, since the Hospital is a specialty referral center. 
People with this bleeding condition should have cor-
rective surgery, hut in most cases can not tolerate it . 
In other cases, such persons need emergency surgery, 
hut the bleeding would make that extremely 
hazardous. 
Three University Hospital surgeons having special 
expertise in the field have formed a Portal Hyperten-
sion Surgical Team that participates in the care of all 
such surgical patients. Surgeon-in-Ghief Lester F. Wi l -
liams Jr., M . D . , brings to the team his expertise with 
portacaval shunts; Desmond H . Birkett, M . D . , who 
heads the Section on Gastrointestinal Surgery and 
Surgical Endoscopy, is experienced with sclerother-
apy, especially for the control of acute variceal bleed-
ing; and George H . Glowes, M . D . , a visiting surgeon 
at University Hospital, provides nutrition research 
data. 
Halt to the bleeding allows surgery 
The endoscope plays a crucial role in University 
Hospital's approach to portal hypertension, for it al-
lows physicians to stop the bleeding and then to im-
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Robert P. Burakoff, M.D., assisted by Carol O'Malley, R.N., endoscopic nurse specialist, per-
forms sclerotherapy. Jonathan York, a fourth-year student at Boston University School of Medi-
cine, views the procedure through teaching attachment. 
prove the patient's condition in other ways, such as 
nutrition, so that he or she may be scheduled for elec-
tive surgery aimed at correcting the problem. 
Mary Silvia, 72, of Taunton, Mass., doesn't smoke 
or drink. But she had had repeated bouts with internal 
bleeding and with vomiting of blood. 
"1 thought it was ulcers," says the woman. 
After her last bleeding episode, Silvia's doctor re-
ferred her to University Hospital. Specialists at the 
Hospital, under the direction of Robert Burakoff, 
M . D . , director of the Gastrointestinal Endoscopy Unit, 
discovered she had portal hypertension. 
In the Endoscopy Unit, which conducts therapeutic 
as well as diagnostic procedures, Mrs. Silvia under-
went endoscopic sclerotherapy. In this procedure, a 
needle is passed through the endoscope and inserted 
into the esophageal vein; a solution is then injected 
into the dilated, bleeding vein. The bleeding is thereby 
stopped and the vein collapses. 
"Endoscopic sclerotherapy has shown itself to he a 
most useful therapeutic procedure to stop bleeding 
from portal hypertension in the esophagus," says Bur-
akoff. "Sclerotherapy has decreased the incidence of 
bleeding in patients with portal hypertension, and in a 
number of cases, it has helped to avoid surgery. Over-
a l l , " he adds, "the mortality caused by an acute bleed-
ing episode has been decreased through the use of en-
doscopic sclerotherapy in patients with portal 
hypertension and cirrhosis." 
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Shunt allows hlood to he 
directed away from the liver 
and moved to the heart 
Example of endoscope's versatility 
Burakoff says that endoscopic sclerotherapy is "one 
good example of the numerous useful applications 
made possible by the endoscope." 
Through this procedure, Silvia's dangerous bleeding 
problem was corrected, allowing her to undergo elec-
tive surgery to correct the portal hypertension. 
" I t was scary. Ulcers I 'd heard of—hut not this. 
And at age 72, I thought 1 was too old to have an 
operation. 1 expected I'd bleed to death one day," says 
the woman. 
"They put tubes into my nose and down my throat. 
I 'm not sure what they did. But it was a 6 1/2-hour 
operation. That was on July 1 , 1983. And today, I'm 
walking around," she says, adding, " N o t had for a 
72-year-old." 
Silvia's surgery, which consisted of a shunt from the 
portal vein to the vena cava, allowed hlood to bypass 
the diseased, scarred liver, and he redirected toward 
the heart. This procedure dramatically lowers the 
pressure in the esophageal varices (heavily dilated and 
elongated veins), thus eliminating the risk of the var-
ices returning. The surgery was performed hy vascular 
surgeon James O. Menzoian, M . D . , who, along with 
Jay D. Coffman, M . D . , is co-director of the Hospital's 
Diagnostic Vascular Laboratory. 
" O h , 1 love those two doctors," Silvia laughed, 
speaking of Burakoff and Menzoian. " I f only they 
were a little older." 
In portal hypertension, the hlood is unable to enter 
the liver and has to find another way to go around 
and get to the heart. 
In such situations, the hlood hacks up and detours 
into thin veins in the esophagus or stomach. The veins 
dilate as the hlood pumps through; finally the veins 
rupture, and bleeding results. 
" A patient with esophageal and gastric varices has 
about a 20-percent chance of developing an upper-
gastrointestinal bleeding episode," says surgeon Bir-
kett. "Once a patient has a bleeding episode from eso-
phageal varices, there's a 95-percent chance that he or 
she wi l l bleed again within a two-year period. 
Intervention vitally needed 
"Unless some medical intervention is undertaken, 
the patient has a 90-percent chance of dying from an 
esophageal varix within five years," he adds. 
An endoscope fact sheet 
What: An endoscope is a flexible fihei -optic tube 
used by physicians to examine the interior of an 
organ in any of the four major body cavities, es-
pecially the abdomen. 
Size: The endoscope varies in size from about 
onc-cighth to one-half of an inch wide. 
Special features: Fiber optics—thousands of thin 
strands of specially coated glass rods that trans-
mit light, enabling physicians to see into the re-
mote recesses of the body. As many as 10,000 or 
more strands are compacted into a a single 
endoscope. 
The t ip : The tip of the endoscope lias a viewing 
lens, complete with "headlight;" an outlet for air 
or water, which can he directed across the lens 
to keep it clean; and a spot through which a 
laser beam or a surgical instrument can pass. 
Chief uses: 
• To remove stones from the bile tract 
and kidneys; 
• To stop bleeding in portal veins; 
• To conduct a visual survey of the intestinal 
tract; 
• To detect and biopsy trouble spots in the 
lungs; 
• To conduct orthopedic and sports medicine 
surgery, such as in knee-joint surgery or to re-
pair torn ligaments. 
A crucial component to 
endoscopy at UH lies in 
the interdisciplinary work 
Since most portal hypertension is the result of alco-
holism, experts at University Hospital believe the 
number of cases to he on the increase. There are more 
than 10 million alcoholics in the United States—about 
300,000 of them in Massachusetts, according to the 
Massachusetts Department of Public Health and the 
National Institute of Alcohol Abuse and Alcoholism. 
The number of women alcoholics also is on the rise. 
From 1939 to 1981, there was a 21-percent increase 
in the number of female alcoholics, compared with a 
5-percent increase in males during the same period, 
according to "The Encyclopedia of Alcoholism." 
"While most cirrhotic or damaged livers are due to 
alcoholism, hepatitis also can be a cause," vascular 
surgeon Menzoian says. "1 expect we'll see more dam-
age from this cause as the drug-culture crowd ages. 
Other causes can be genetic, gone undetected all these 
years." 
When a patient with an esophageal or gastric varix 
is brought into the University Hospital emergency de-
partment, he or she is usually in extremely poor 
shape. 
"Such patients are often in shock. If they're heavy 
drinkers, they probably have not been eating properly 
or taking care of themselves in other ways, and, thus, 
have additional medical problems. Their bodies can't 
cope with emergency surgery," says Birkett. 
The treatment team's primary objective is to stop 
further bleeding—fast. An irritant solution is injected 
into the patient's esophageal veins to block them and 
stop the bleeding. 
Once the physicians stop the bleeding, their objec-
tive is to build up the patient for elective surgery. (The 
mortality rate in elective surgery for patients with por-
tal hypertension is 10 to 15 percent, compared to 60 
percent in such patients who must undergo emergency 
surgery.) 
As with many medical conditions, treating portal 
hypertension requires a teaching hospital's multidisci-
plinary approach. When a patient is found to have 
portal hypertension, a specialist from the Hospital's 
Clinical Nutr i t ion Unit is called in to design a nutri-
tional build-up program. 
Menzoian, who performs surgery on esophageal 
varices, says, "The patient needs a nutritional 'tune-
up.' University Hospital visiting surgeon Clowes de-
veloped a way of measuring the ability of the liver to 
handle and metabolize protein and amino acids. This 
helps the nutritionist to design just the right diet hav-
ing the specific amounts of protein and amino acids 
the patient's liver is able to process." 
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Robert H . Lerman, M . D . , Ph.D., medical co-direc-
tor of University Hospital's Clinical Nutr i t ion Unit, 
points out that patients with portal hypertension often 
have had poor dietary habits before hospitalization. 
For example, in many whose disease is alcohol-re-
lated, alcohol has replaced other essential nutrients in 
the diet. Some have reduced their dietary intake be-
cause of impaired appetite. 
Guarding against malnutrition 
"Even when the patient's nutrition has been ade-
quate prior to hospitalization," Lerman says, "eating 
is often repeatedly interrupted because of bleeding and 
diagnostic studies. Coma, secondary to the effects on 
the brain of certain metabolic products, is a frequent 
complication of portal hypertension with bleeding. 
The prolonged periods when the patient is unable to 
eat, combined with the extreme stresses of illness, can 
quickly lead to malnutrition. Unless this is reversed, 
these individuals w i l l be unable to heal wounds or 
fight infections." 
Thus, an aggressive approach to restoring nutri-
tional balance is taken by Lerman and his surgical 
colleague, Garry F. Fitzpatrick, M . D . , co-director of 
the Clinical Nutr i t ion Unit. Often this requires the 
placement of a catheter beneath the clavicle ("collar-
bone") through which the nutritional support can be 
provided. Specialized combinations of amino acids, 
glucose and other nutrients can be added, depending 
on the patient's condition. This sophisticated nutri-
tional support readies the patient for needed surgery 
and helps sustain him or her in the postoperative 
period. 
The diet builds up the patient's nutritional level 
without taxing the capacity of the damaged liver. 
When the patient is sufficiently strong, elective sur-
gery is recommended. 
Menzoian explains that the surgery creates a new 
route for the blood to follow in order to bypass the 
liver and the esophageal varices and, thus, go on to 
the heart. 
"There are several shunt (or bypass) areas to con-
trol portal-hypertension bleeding and to divert blood 
from the ruptured esophageal varices," explains 
Menzoian. 
The most common procedure, the portacaval shunt, 
makes for direct communication between the portal 
system and the inferior vena cava (the major vein for 
the lower half of the body). Another shunt links veins 
from the spleen to veins in the kidney, thus diverting 
blood away from the varices and reducing the pres-
sure in them. 
Endoscopic technology also is utilized to stop bleed-
ing from peptic ulcers in high-risk patients—the el-
derly, people in shock or trauma or patients with 
heart conditions or multiple medical problems. (The 
mortality rate in emergency surgery for patients who 
have bleeding in addition to other medical problems is 
Laparoscopy helps detect 
the spread of cancer 
The endoscope has long pla\ed a role in the 
perfonuance of laparoscopics, diagnostic proce-
dures aimed at detecting the spread ot cancer or 
the presence of other tliseases in the alHlomen. 
A rigid endoscope, which is inserted into a 
small hole in the patient's abdomen, allows a 
physician to examine the liver and the lining 
around the abdominal cavity. Kohert Ihirakoff, 
M . D . , director of University Hospital's Gastroin-
testinal Endoscopy Unit, says the procedure is 
parricLilarly useful in detecting the presence ot 
cancer that has spread to the liver. 
" I n this procedure, we employ a rigid endo-
scope, which is no more than a 'telescope' -that 
is, A tube with a lens. Ikit it is now possible to 
use the flexible endoscope in laparoscopics, sim-
ply b>- passing it through the rigid endoscope. 
Through use of the flexible endoscope, it may he 
possible to 'see' areas of the abdominal cavity 
that we are not able to see with the rigid 
lapartiscope." 
50 percent; the rate in otherwise healthy patients with 
internal bleeding is 10 percent.) 
Bleeding peptic ulcers can be treated by endoscopic 
electrocoagulation—the threading through the endo-
scope of a wire through which is passed an electrical 
current that can cauterize the affected area and stop 
the bleeding. However, physicians at University Hos-
pital and a few other teaching hospitals now also can 
employ the laser in peptic ulcer cases. That method, 
specialists say, is more effective than electroco-
agulation. 
Bleeding peptic ulcers also 
can be arrested by use 
of the flexible endoscope 
Often these high-risk patients with bleeding ulcers 
are malnourished and cannot eat for prolonged peri-
ods of time. Their chances for survival may be mark-
edly improved with nutritional supplementation, 
which in most cases must initially be given intrave-
nously. Once the patient's bleeding has stopped and a 
small-bore soft tube can be inserted through his nose 
into his stomach, tube feedings can be instituted. 
These are continued until the patient is strong enough 
to eat again. 
Laura White is a free-lance medical writer who lives in 
Boston. 
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Zeroing in on gallstones 
( j A L L S T O N E S affect more than 16 million Ameri-
cans—12 million women, four million men. Women 
tend to be most susceptible to this condition because 
of estrogen—naturally increased during pregnancy, 
and artificially increased by birth control pills and 
menopause therapy. Increased estrogen predisposes the 
bile in the gallbladder to form stones. 
Modern treatment of gallstones still involves re-
moval of the gallbladder. (As a result of the basic 
principles formulated at University Hospital at Boston 
University Medical Center in the 1960s by Donald 
Small, M . D . , a visiting physician at University Hospi-
tal and now chief of the Biophysics Institute at Boston 
University School of Medicine, clinical research trials 
have been conducted to test dissolution of gallstones. 
While one day this may become a commonly used 
treatment, to date this is not accepted as an alterna-
tive to an operation.) 
"Between 500,000 and 700,000 gallbladder opera-
tions, known as cholecystectomies, are performed in 
America each year," says Desmond H . Birkett, M . D . , 
who heads the Section of Gastrointestinal Surgery and 
Surgical Endoscopy at University Hospital. About 20 
percent of those procedures include explorations of 
the common duct to locate symptomatic or "silent 
stones;" but most of the procedures are undertaken in 
order to remove the gallbladder and its cache of 
stones in one fell swoop of major surgery. 
The costs related to treatment and removal of the 
gallbladder are estimated at $1 billion annually in the 
United States. 
The introduction of such specially designed endo-
scopes as the choledochoscope, which is about one-
forth of an inch in diameter and has a flexible tip cap-
able of turning 160 degrees up and 60 degrees down; 
or the bronchoscope, a device with somewhat similar 
capabilities, is a boon for both surgeons and their 
patients. 
The current generation of the choledochoscope, 
which was developed by Birkett, has a channel both 
for continuous saline flushing of the area in the body 
that is under examination and for using accessories to 
take a biopsy or to remove a stone. 
By surgically inserting the endoscope into the pa-
tient's body, the surgeons can zero in on the area in 
question for a clear view through the fiber-optic lens. 
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Tmagine 134 gallstones:' 
Fall River woman recalls 
how endoscope helped her 
The surgeon can view the intrahepatic (liver) and 
common ducts, where such stones can lodge. This 
technique is a major improvement over the x-ray, for-
merly the key method in locating stones, which often 
do not clearly distinguish between a stone and an air 
bubble. 
With forceps or a hexagonal four-wire basket 
passed through to the tip of the endoscope, the sur-
geon can snatch up the stones and extract them 
through a tract made by a T-shaped tube. 
"Choledochoscopy has been found to be a safe pro-
cedure with a low complication rate," says Birkett. 
"The ability to use direct vision through the instru-
ment aids in removal of common duct stones." Be-
cause it is used at the time of gallbladder surgery 
when bile ducts have to be opened because of the 
presence of stones, the procedure helps to lessen the 
possibility that further remaining stones might have to 
be removed in a later operation. 
To ensure that they get all the stones, however, the 
surgeons leave a " T " tube in the bile duct, which is 
brought out to the patient's side. This is removed be-
fore the patient leaves the Hospital, provided no 
stones are seen on x-rays. Should stones be seen upon 
x-ray, the surgeon w i l l be able to remove them within 
the next one to two months simply by passing the 
choledochoscope through the T-tube tract into the bile 
ducts. This procedure avoids a further major 
operation. 
"Imagine 134 or more gallstones—that's how many 
Dr. Birkett removed from the common ducts in my 
stomach," says Cathleen Naftygiel of Fall River. "This 
was after I 'd had my gallbladder taken out. He had to 
go in (through the T-tube) four times, in procedures 
spread out over several months." 
T stopped counting at 100' 
Birkett smiles as he recalls Naftygiel's case: "Oh, 
yes. I remember her stones: I stopped counting after 
pulling the hundredth one out . " 
Desmond Birkett, M.D., who heads the Section on Gas-
trointestinal Surgery and Surgical Endoscopy, explains 
the choledochoscopy procedure to a patient. Birkett 
played a key role in the development of the choledocho-
scope that is now in standard use. 
"Each stone was about the size of a pea bean," says 
Naftygiel. "1 kept them for a while. 1 was going to 
make a rock garden for flowering bulbs, but that idea 
upset some people," she laughs. 
Naftygiel is now back at work as an aide at St. 
Ann's Hospital in Fall River—minus her 134 
gallstones. 
Patients who have had gallbladder surgery in the 
past, and now have been found to have stones in their 
bile duct, can be helped through the use of another 
endoscopic procedure, according to gastroenterologist 
Robert Burakoff, M . D . , director of University Hospi-
tal's Gastrointestinal Endoscopy Unit. 
" I f stones remain in a patient's bile duct after gall-
bladder surgery, they can be removed by endoscopic 
sphincterotomy," explains Burakoff. In that proce-
dure, the endoscope is inserted through the mouth, 
past the stomach and into the duodenum, where the 
bile duct enters: At this point, a small tube with a 
cutting wire is used to cut the opening to the bile 
duct; then, through the endoscope, a basket can be 
passed up the bile duct to remove the stones. This 
special procedure is performed under local anesthesia, 
avoiding the need for general anesthesia. It obviously 
also avoids repeat surgery. 
University Hospital specialists point out that chole-
dochoscopy not only is less costly than major surgery, 
but that it also is psychologically beneficial to the pa-
tient, who spends less time in the hospital and can 
return to work sooner than if "conventional" surgery 
had been performed. • 
—Laura White 
Endoscope work continues 
Hospital's leadership tradition 
Endoscopy is one of the many areas of medicine 
in which physicians at University Hospital have 
made major contributions. 
For instance, Desmond H . Birkett, M.D. , a 
University Hospital surgeon, worked for nearly 
five years on tlie development of the choledocho-
scope, an endoscope designed for use in the bile 
ducts, and subsccpiently worked with Richard K. 
Babayan, iVl.I)., a University Hospital urologist, 
to develop a nephroscope, a similar device that 
is used in the kidneys. Birkett is considered one 
of the nation's experts in the design and utiliza-
tion of such instruments. 
University Hospital is on the leading edge of 
the further development of endoscope technol-
ogy: Services otiered hy the Hospital now in-
clude use of the laser beam in therapeutic endos-
copy for treatment of bleeding ulcers and 
bleeding \s (abnormally dilated and twisted 
veins), and for treatment of certain types of can-
cer ot the esophagus, stomach and bile ducts. 
I he flexible fiber-optic cnd()sco[X' allows the 
laser beam's concentrated light to he passed 
through the twists and turns of the body to a 
particular area, where it may he used to coagu-
late bleeding points or to destroy tumors (which 
it does hy literally vaporizing them). 
University Hospual has long been a leader in 
the development of the laser for use in surgery. 
In fact, the CO:) laser now in common use 
around the world was developed in 1970 hy a 
University Hospital group led hy iVl. Stuart 
Strong, M . D . , chief of the Hospital's Department 
of Otolaryngology, and Geza J. jako, iVl.D., a 
member of the Department, in cooperation with 
American Optical (a)rp. "Fhc world's first use of 
the laser to remove growths from the larynx 
took place at Universit) Hospital. Fh\sicians at 
the Hospital developed the world's first laser 




Practices Help Bring Nursing Home 
Back to Health 
BY RICHARD P. A N T H O N Y 
Felix F. Albano Jr. ivith his management team. 
WH A T does It take to restore to economic 
health a large, inner-city 
nursing home with a his-
tory of financial problems, 
and to return it the good 
graces of licensing and ac-
crediting agencies? 
The answer, officials at 
University Hospital have 
learned, is the same as it 
would be for any large 
health-care facility—intro-
duce sound modern man-
agement practices. 
University Hospital has 
the management contract 
for Resthaven, a 240-bed nursing home located in one 
of Boston's inner-city neighborhoods. 
The Hospital was requested in 1979 to manage the 
facility after Resthaven had gone through a succession 
of setbacks, including loss of its state license and 
Medicaid certification. The home ultimately was 
placed in receivership by order of a Massachusetts 
court. 
Since University Hospital became involved in the 
management of the home, Resthaven has achieved a 
stable financial status; its occupancy rate, at roughly 
60 percent of capacity when University Hospital be-
gan managing the facility, now hovers between 95 and 
98 percent; both its license and Medicaid certification 
have been reinstated; and recently the Joint Commis-
sion on the Accreditation of Hospitals gave Resthaven 
a two-year unconditional accreditation—a stamp of 
approval that few similar nursing homes have 
received. 
These accomplishments are largely the result of 
managerial changes and improvements, says Felix F. 
Albano Jr., the experienced nursing home executive 
hired by University Hospital to be Resthaven's 
administrator. 
Albano emphasizes, however, that the changes did 
not result solely because of his and University Hospi-
tal's involvement. Many of them were at various 
stages of planning or implementation before the new 
management came in. 
Moreover, in many cases the changes originated 
wi th department heads who were on hand when the 
Hospital entered the pic-
ture. In fact, he says, most 
of those same managers 
are still with Resthaven. 
" I t became clear to me 
very soon after 1 came on 
board," says Albano, "that 
to the extent the home had 
problems, it was mainly 
because of a lack of direc-
tion and support at the 
top, and not because of a 




Retaining essentially the 
same management and supervisory staff permitted the 
new administration to avoid a potentially disruptive 
changeover. In addition, it provided insights into areas 
of priority concern that otherwise would have been 
lacking. 
"From the beginning," says the administrator, " I re-
lied on department heads to keep me informed of 
problems in their areas, and to come up with strate-
gies for attacking them." 
A major problem facing the new management was 
to put the home's finances in order. Without doing so, 
there would be no chance of persuading state officials 
to restore the home's license and its Medicaid certifi-
cation—both prerequisites for admitting new patients. 
Adding to the urgency of the financial issue was the 
fact that the home, largely dependent on Medicaid 
reimbursements, could not function effectively without 
tight control of its cash flow. 
The financial system that Albano and his consul-
tants at University Hospital devised is intended to of-
fer such control. It provides for a daily accounting of 
income and expenditures, so that management knows 
at all times the status of the home's cash flow. 
In addition, the system makes department heads 
fully accountable for their budgets, and requires 
weekly summations of each department's expenditures 
in relation to its budget. 
Also incorporated into the overall financial manage-
ment system is a capital budgeting program, which 
Richard P. Anthony is a free-lance writer in Boston. 
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has put the home on a regular schedule for making 
capital improvements for the first time. Initial projects 
undertaken by the new management have included in-
stalling new laundry facilities and repapering the walls 
throughout the sprawling brick structure. 
Another critical early need was an improved admis-
sions system for the home. "There had been an admis-
sions program in place before we came i n , " says A l -
bano, "but it worked mainly through the Nursing 
Department. We wanted to involve other departments, 
so that we would have an overall assessment of each 
patient's needs and financial status." 
Key changes in several areas 
As the home moved closer to receiving state agree-
ment for restoring the authorizations needed to admit 
patients, a variety of other management changes were 
initiated. Among the areas where significant changes 
have been made are: 
• Quality assurance. When University Hospital was 
brought in, Resthaven had some quality-assurance 
mechanisms in place—a Patient Care Committee, for 
example. At the same time, allegations of substantially 
inferior care were rife in the community. The quality 
assurance program has since been substantially ex-
panded. A variety of new committees—including 
Safety, Pharmacy and Utilization Review—have been 
established. Taking general responsibility for the 
home's affairs is the Management Committee, which 
is made up of Albano and the home's department 
heads. "The increased quality assurance activity is not 
a finger-pointing exercise," says the administrator. 
"The committees, which meet regularly, are meant to 
assure that we identify the genuine cause of a prob-
lem, and determine who is responsible for solving i t . " 
• Personnel management. Prior to University Hospi-
tal's involvement, Resthaven had no comprehensive 
Personnel Department, and personnel matters were 
handled through informal channels. The new manage-
ment set up a department, which is charged with such 
responsibilities as screening potential employees, con-
ducting orientation programs and developing benefits 
programs. 
M Policy and procedures. A comprehensive policy and 
procedures manual has been developed. It provides 
guidance on the operations of each of the home's 10 
departments and also gives general direction for deal-
ing with such concerns as disaster control and fire 
safety. 
At the same time these formal managerial changes 
were being put into place, the new management set in 
motion various longer-term changes necessary to en-
sure quality care for patients. 
One major change involved an effort to increase the 
stability of the nursing staff. In a facility such as Rest-
haven, where patients remain an average of four to 
five years, a stable nursing staff is crucial to effective 
patient care, Albano explains. Long-term relationships 
between nurses and patients often result in close 
bonds being formed, which in turn can strongly affect 
the perceptions of patients and their families about the 
quality of the care being offered. 
At the time University Hospital became involved, 
Resthaven was largely dependent on agency-supplied 
nurses, which meant frequent turnover in the makeup 
of the home's 40-member nursing staff. 
Accelerating a policy change already under way, the 
new management began seeking nurses who would be 
employees of Resthaven rather than of an agency. 
According to Dorothy King, R.N., Resthaven's 
nursing director, the drive led to the growth of the 
nursing staff to where only three of the home's nurses 
now come from an agency. 
She also notes that changes aimed at improving 
working conditions for nurses—ensuring that they 
have all the supplies they need for patient care, for 
example, and setting clear policy guidelines—was an-
other step in attaining the stability that the home 
sought. 
Only two of the nurses hired since 1979 have left, 
says King. She adds that both were just entering the 
profession and felt the need to go elsewhere to 
broaden their work experience. 
The changes made at Resthaven have attracted fa-
vorable notice from a wide range of agencies. The ac-
creditation commission, for one, singled out the 
home's system for identifying problems as particularly 
noteworthy. 
'They have estahlished 
personally a very high 
level of credihility' 
The open attitudes of Resthaven's management also 
have won praise among state regulators. Delia O'Con-
nor, deputy commissioner of public health for Massa-
chusetts, says of the home's managers, "They have es-
tablished personally a very high level of credibility, 
both as managers and as people trying to solve a diffi-
cult, complex, thorny problem." The result, she adds, 
is that state agencies have been will ing to work to-
gether to help the home overcome its problems. 
While further refinements are planned in the mana-
gerial changes that have already been made, new init i -
atives also are in the works. For example, the home is 
now computerizing its financial systems and patient 
care and assessment processes. In addition, Albano 
and other Resthaven officials are conducting an out-
reach program aimed at increasing the home's links 
with other elements of the health-care system. 
This effort already has resulted in an agreement 
with the Massachusetts College of Pharmacy, Boston. 
Under the agreement, students come to the home as 
part of their training in the special problems of pro-
viding medication for the elderly. • 
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BY JEAN DIETZ 
O n The Trail O f Alzheimer's 
T w o 'medical detectives' 
trace a rare illness through the ages 
Robert G. Feldman, M.D., second left, and French neurologist jean Francois-Foncin, M.D., 
right, discuss with Neurology Department researchers Richard Myers, Ph.D., left, and Linda 
Kraus, Ph.D., the origins of Alzheimer's disease in one family. 
Separated by continents and unknown to each other, 
two men worked to unlock the mystery of Alzheimer's 
disease, a neurological affliction that can dim the 
brightest minds. Only when brought together by 
chance inquiry did the two investigators discover that 
the key to both their efforts had been buried more 
than 150 years ago in a small town in Italy. 
The fascinating story of the work of Robert G. 
Feldman, M.D., chief of neurology at University Hos-
pital and chairman of the Department of Neurology 
at Boston University School of Medicine, and Jean 
Francois-Foncin, M.D., director of the neuropathology 
laboratory at LaSalpetriere Hospital in Paris, recently 
was featured in a "Centerpiece" feature in the Boston 
Globe and appeared in a shortened form in newspa-
pers throughout the country. The article that appeared 
in the San Francisco Chronicle on Dec. 19, 1982, ap-
pears here. 
BOSTON—Two medical researchers, seeking clues to 
a serious health problem afflicting growing numbers 
of people, traced the pattern of Alzheimer's disease in 
one family back to an ancestor who died in 1790 in a 
small town in Calabria in southern Italy. 
The two neurologists became medical detectives 
trying to find the source of their patients' problems. 
Together, they have produced a family tree tracing a 
rare strain of early familial Alzheimer's disease 
through nine generations to present-day relatives liv-
ing in the United States and Europe. 
In 1962, long before CAT scans could produce a 
picture of the human brain, a young neurologist at 
Yale was asked to examine a 35-year-old man whose 
erratic memory made him depressed. 
Suspecting more than emotional troubles, Robert G. 
Feldman, M . D . , now chief of neurology at University 
Hospital and the Boston Veterans Administration 
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Hospital, diagnosed the patient's problem as prema-
ture senility. 
Last month, Jean-Francois Foncin, M . D . , director of 
the neuropathology laboratory at La Salpetriere Hos-
pital in Paris, brought to Boston a computer printout 
identifying 1,200 relatives of this same man. 
"The 1,200 family members on the chart are all re-
lated, but not all by blood," said the French neurolo-
gist. "We can't tell which of the two original family 
members was the transmitter because both died at 
such an early age." 
The unique genealogical tree is expected to provide 
researchers wi th an unprecedented tool with which to 
study the rare condition known as early familial Alz-
heimer's disease. 
A unique genealogic tree 
gives Alzheimer's probers 
an unprecedented tool 
Among the 35 members of the family identified as 
having the disease, the doctors found that symptoms 
appeared at age 35 or 36, leading to marked behavior 
changes by the early 40s and death by 48 or 49 in all 
cases on both sides of the Atlantic. 
But the research also may serve as a model to study 
late-onset Alzheimer's, one of the most common i l l -
Resource/Referral Center 
helps patients, families 
deal with Alzheimer's 
While a cure for Alzheimer's disease still eludes in-
vestigators, much can be done for patients and their 
families. A program of medical care and social ser-
vices aimed at solving the complex problems sur-
rounding the illness can make a world of difference in 
the lives of victims of Alzheimer's disease. University 
Hospital's Department of Neurology offers such a 
program through its Resource and Referral Center for 
Alzheimer's Disease and Related Disorders. 
The Center provides diagnosis, treatment and ser-
vices for patients and family members, and allows in-
teraction among the patient, family and primary-care 
physicians. In addition, staff members are actively en-
gaged in research that has added greatly to knowledge 
of Alzheimer's disease. 
What are this family's issues? 
"We characterize the patient's level of Alzheimer's 
disease and ask, 'What are the issues in the particular 
A genetic basis has been 
suspected, but has never 
been clearly identified 
nesses associated with the aging process. 
Alzheimer's symptoms include a loss or impairment 
of mental powers, usually showing up as a memory 
loss, confusion and intellectual impairment. 
Unless a cure for Alzheimer's is found, prevalence 
of the condition is expected to triple as the numbers 
of aged people increase within the next three genera-
tions. Already, the illness afflicts 5 percent of all those 
over 65, producing intellectual impairment in 1.5 mil-
lion adults in the U.S. alone. 
In the past, a genetic basis for some forms of the 
disease has been suspected. But it has never been 
clearly identified. 
In this strain of early Alzheimer's, the family tree 
enables the researchers to discard some environmental 
causes considered as precipitating factors, such as the 
use of aluminum cookware or presence of certain 
minerals in drinking water. 
The neurologists hope that more sophisticated 
blood studies and chromosome analyses may yield 
clues so that some day carriers may be identified be-
fore they develop the disease. 
family?'" says the Center's director, Sanford Auer-
bach, M . D . , who also is director of behavioral neurol-
ogy at University Hospital. "There's no hard for-
mula," continued Auerbach. "The needs of families 
are often as great as, if not greater than, those of the 
patient." 
Therapy and services available to patients and fami-
lies at the Center include medical care, family educa-
tion, self-help group interaction, individual and family 
counseling, genetic counseling and home care and 
other community services. In addition, plans are under 
way for an adult day-care center for victims of the 
disease. 
Other Center staff members include Robert G. Feld-
man, M . D . , chief of the Department of Neurology at 
University Hospital; genetic counselor Richard Myers, 
Ph.D.; neurolinguistics specialist Loraine Obler, Ph.D.; 
and neuropsychologist Roberta White, Ph.D. Addi-
tional specialized services are provided by psychiatrist 
Gene Cacciola, M . D . , and gerontologist Larry Kerz-
ner, M . D . 
The Resource and Referral Center for Alzheimer's 
Disease and Related Disorders is located at University 
Hospital at Boston University Medical Center, 720 
Harrison Ave., Boston, Mass., 02118; telephone 617/ 
266-1565. • 
22 
U N I V E R S I T Y HOSPITAL 
N - E - W - S 
Hospital proposes 
replacement structure 
for surgical beds 
University Hospital in May 1982 
asked the state Department of Pub-
lic Health for permission to replace 
the inpatient units located in its 
oldest buildings, dating from 1912-
1940, and to renovate several re-
maining structures for clinical and 
administrative offices. The beds 
being replaced would be located 
principally in a new clinical facil-
ity, to be located on the existing 
Medical Center campus; some of 
the beds would be transferred to 
the Preston Family Building; and 
the medical beds currently in Pres-
ton would move to the Fvans 
Building. The dietary department 
would be modified to handle the 
new locations of the patient units. 
At publication time, as the appli-
cation approached final review, the 
Hospital voluntarily offered to re-
duce the scope of its application 
and to seek approval only of the 
plan to replace the patient units 
and renovations directly related to 
replacement. The Hospital would 
defer asking for approval of the 
renovation phase of the project for 
at least a year. 
Hospital would defer 
renovation request for a year 
Approval of the plan is sought 
from the state's Public Health 
Council. A decision is anticipated 
by late 1983. 
In light of recent state legislation 
and guidelines that seek to control 
hospital operating and capital costs 
in the Commonwealth, J. Scott 
Abercrombie Jr., M . D . , president 
of the Hospital, said that the trust-
ees and administration understand 
that all hospitals are being asked 
to try harder to assure that their 
capital-need requests meet the dual 
tests of community need and com-
munity affordability. The Hospi-
tal's decision to phase-in the re-
placement and renovation 
components of its original applica-
tion reflects this understanding. 
JJH needs facility to fulfill 
role as a specialized provider 
The new partial replacement 
clinical facility is necessary for Uni-
versity Hospital to fulfi l l its role as 
a provider of specialized medical 
services, according to Abercrombie. 
" I n its 128-year history, our Hos-
pital has grown in many directions. 
Over the years we have attempted 
to maintain and utilize as much of 
the original building space as pos-
sible," says Abercrombie. " H o w -
ever, now we must consolidate our 
services to improve comfort for 
our patients, increase our operating 
efficiency and meet building-code 
standards. Construction of a new 
facility w i l l allow us to meet these 
needs in the most cost-effective 
manner possible." 
The replacement clinical facility 
would be built on what now is a 
Hospital parking lot. The structure 
would be linked directly with the 
Hospital's Health Services 
Building. 
The Hospital project has re-
ceived support from groups of for-
mer patients, referring physicians, 
local residents and businesses. Rep-
resentatives of the Hospital have 
presented information about the 
project at several meetings of 
nearby residents and community 
leaders. 
/. Scott Abercrombie Jr., M.D. 
Abercrombie named 
Hospital president 
J. Scott Abercrombie Jr., M . D . , ad-
ministrator of University Hospital 
at Boston University Medical Cen-
ter, has been elected president of 
the Hospital by the U H Board of 
Trustees. The title of president was 
formerly given to a Trustee. It now 
wi l l designate the chief administra-
tive officer of the Hospital. 
The title change does not affect 
Abercrombie's responsibilities as 
chief administrative officer. The 
new title is designed to reflect more 
accurately the nature of the chief 
administrator's responsibilities, his 
duties as a member of the Board of 
Trustees of the Hospital Corpora-
tion and the important part he 
plays in the governance of the in-
stitution. He also serves as assis-
tant secretary of the Board of 
Trustees. 
Abercrombie had been the ad-
ministrator of University Hospital 
since October 1980. Prior to that 
he was senior associate hospital 
administrator, responsible for in-
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Jerome Preston Sr., right, and his son Jerome Preston Jr. stand beneath 
a photo of Elwyn G. Preston, the first Preston UH Trustee. 
Three generations of Preston family 
give unselfishly to the Hospital 
ternal operation of the Hospital. 
He came to the Hospital in 1970 
as director of the Department of 
Laboratory Medicine and later be-
came administrator for clinical 
support services. Abercrombie pre-
viously was a pathologist at Mount 
Auburn Hospital, Cambridge, 
Mass., Memorial Baptist Hospital, 
Houston, Tex., and the University 
of Arkansas Medical Center. 
Academic appointments 
Abercrombie is a clinical profes-
sor of pathology and medicine at 
Boston University School of Medi-
cine. He also has held academic 
appointments in pathology at the 
University of Arkansas Medical 
Center, Baylor University, Tufts 
University School of Medicine and 
Harvard Medical School. 
A native of Little Rock, Aber-
crombie received his undergraduate 
and medical degrees from the Uni-
versity of Arkansas. He served a 
rotating internship at Los Angeles 
County Hospital and held residen-
cies in anatomical pathology and 
neuropathology at Boston City 
Hospital's Mallory Institute of Pa-
thology. He also was a fellow in 
clinical pathology at the University 
of Minnesota Hospitals. 
New title reflects the 
administrator's 
responsibilities in Hospital, 
as Trustee 
Abercrombie is a member of the 
College of American Pathologists, 
the American Society of Clinical 
Pathologists, the New England So-
ciety of Pathologists and the Mas-
sachusetts Society of Pathologists. 
He has served actively on a num-
ber of quality-control and accredi-
tation committees of those profess-
sional groups. 
Abercrombie and his wife, 
Frances, live in Weston, Mass. 
They have five children. 
University Hospital has celebrated 
one family's whole-hearted com-
mitment to the U H patient-care 
mission by renaming the F Building 
the Preston Family Building. 
The Preston family's involvement 
with University Hospital began 75 
years ago, when Flwyn G. Preston 
was elected a Trustee of Massachu-
setts Homeopathic Hospital, which 
was the Hospital's first name. Fl-
wyn Preston served as a Trustee 
until 1934. 
Flwyn's son Jerome Sr. was in-
vited to join the Board of Trustees 
in 1927. He went on to serve as 
treasurer, president, and chairman 
of the Board before he became a 
Trustee emeritus in 1982. 
In 1956, almost 50 years after 
his grandfather joined the the 
Board, Jerome Jr. was elected a 
Trustee and has served in that ca-
pacity for the last 26 years. The 
combined years of service of the 
three Preston men totals 108 years. 
Over the years, while the Hospi-
tal was undergoing many changes, 
each man expressed a willingness 
to take on a variety of roles in the 
governance of the institution. A l l 
three became involved in assuring 
the Hospital's financial viability 
and sought out new institutional 
relationships that helped to create 
the concept of the Medical Center. 
Each supported the role of an ac-
tive pastoral care program within a 
teaching hospital environment. 
Each placed enormous personal en-
ergy, as well as personal funds, 
into eliciting community support 
through philanthropy. Each man 
helped to develop the Trustees' 
role in assuring the quality of pa-
tient care. Jerome Jr. today carries 
out this legacy of commitment, 
which was passed on to him by his 
grandfather and father. 
The women of the Preston fam-
ily also have demonstrated a strong 
commitment to University Hospital 
throughout the years, volunteering 
many hours of their time. Iva Pres-
ton, Jerome Sr.'s wife, organized 
the first bake sale to benefit U H . 
John F. Cogan Jr., chairman of 
the Board of Trustees, said at the 
Preston Family Building dedication 
ceremony, "We wish to pay tribute 
to the extraordinary role this fam-
ily has played in the growth and 
development of the Hospital over 
three quarters of a century." Co-
gan summarized the Preston family 
contribution when he said that it 
represented "service unbroken, 
commitment undeterred and energy 
undiminished." 
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By December, University Hospital's 
new radiation treatment equip-
ment, a state-of-the-art linear ac-
celerator, w i l l be fully operational. 
The new accelerator, a device that 
produces x-rays up to 25-million 
electron volts in power for use in 
treating cancer patients, w i l l be 
"the only one like it on the East 
Coast," according to Merr i l l I . 
Feldman, M . D . , director of radia-
tion medicine at U H and a profes-
sor of radiology at Boston Univer-
sity School of Medicine. 
Feldman estimates that 300 to 
400 cancer patients per year w i l l 
be treated at the Hospital wi th the 
new $1.4 million accelerator, at 
the rate of 30 to 40 individual 
treatment sessions per day. The 
Hospital's 1983 Annual Fund ap-
peal focuses on the needs of the 
Department of Radiation Medi-
cine, and all those who contribute 
to the Annual Fund help to pay for 
the accelerator. 
The new accelerator's special 
features include: 
—"dual-photon flexibility," or 
the ability to produce two levels of 
high-energy x-ray beams, plus an 
electron beam, for treating a vari-
ety of malignancies; 
—the capability for "intraopera-
tive radiotherapy," in which radia-
tion treatment and surgery are 
used at the same time; 
—a "computerized treatment 
management" capability, in which 
a patient's treatment prescription is 
recorded by computer to "instruct" 
the equipment to deliver the appro-
priate dosage at specified settings; 
—and the capability for "whole-
body radiotherapy," in which wide 
radiation beams are used to treat 
leukemia, bone marrow cancer and 
organ transplants. 
Feldman notes that radiation 
treatment is becoming increasingly 
important as way to treat leukemia 
and other cancers involving bone 
marrow. 
The new dual-photon equipment 
w i l l join another modern accelera-
tor that was installed at U H in 
September 1982. That accelerator, 
which began to treat patients last 
October, is capable of delivering x-
rays that are 4-million electron 
volts in power. 
How able are you 
to deal with stress? 
Stress is a popular topic these days, 
and physicians at University Hospi-
tal have been widely quoted on the 
subject in the national news. 
For example, Sanford I . Cohen, 
M . D . , U H psychiatrist-in-chief and 
chairman of the Division of Psy-
chiatry at Boston University School 
of Medicine; Peter Knapp, M . D . , 
chairman of the Hospital's Depart-
ment of Psychosomatic Medicine 
and vice-chairman of the Division; 
and Lyle H . Miller , Ph.D., who di-
rects the Hospital's Biobehavioral 
Sciences Clinical Unit and chairs 
the Department of Biobehavioral 
Sciences at the School, were among 
several experts interviewed for the 
cover story on stress featured in 
the June 6 issue of Time magazine. 
In addition, Miller recently was 
quoted in two articles on stress 
that appeared in the Boston Globe. 
One of the articles was written by 
a United Press International re-
porter and appeared in more than 
90 newspapers across the country. 
He also was interviewed on the 
"Phil Donahue Show," which is 
aired nationally, and Boston's 
WCVB-TV (Channel 5) 
"Chronicle." 
Miller and Alma Dell Smith, 
Ph.D., an assistant professor of 
psychiatry (psychology) at the 
School, also designed a question-
naire to help individuals determine 
their own stress levels. The test, 
parts of which appear below, origi-
nally appeared in an in-depth issue 
of Bostonia Magazine, a Boston 
University Alumni House publica-
tion published in December 1982. 
Cohen, Miller and Robert N . Ross, 
Ph.D., who is a postdoctoral fellow 
in the School's training program 
for research in psychiatry and an 
adjunct assistant professor of psy-
chiatry (linguistics) at the School, 
were the contributing writers of 
the special issue. Titled "Stress: 
What Can Be Done? A Guide to 
Reducing the Strain Caused by 
Mismanaged Stress," the publica-
tion has received much acclaim. 
Included in the stress audit were 
the following "yes-no" questions. 
The common message of all items 
is: "Be good to yourself." Accord-
ing to Miller, all the answers 
should be "yes." 
1 . I eat at least one hot, balanced 
meal per day. 
2. I get seven to eight hours of 
sleep at least four days per 
week, 
3. I give and receive affection 
regularly. 
4. I have at least one relative 
within 50 miles on whom I 
can rely. 
5. I exercise to the point of 
exertion about twice a week. 
6. I smoke less than one pack of 
cigarettes per day. 
7. I do not drink alcohol to 
excess. 
8. I am the appropriate weight 
for my height. 
9. I have an income adequate to 
meet basic expenses. 
10. I regularly attend church. 
11. I regularly attend club or 
social activities. 
12. I have a network of friends 
with whom I am acquainted. 
13. I have one or more friends in 
whom I can confide about 
personal matters. 
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14. I am in good health (including 
eyesight, hearing, teeth). 
15. I am able to speak openly 
about my feelings when angry 
or worried. 
16. I have regular conversations 
with the people I live with 
about domestic issues, e.g., 
chores, money, daily living 
issues. 
17. I do something for fun at least 
once per week. 
18. I am able to organize my time 
effectively. 
19. 1 drink less than 3 cups of 
coffee (or tea or cola drinks) 
per day. 
20. I take adequate quiet time for 
myself each day. 
Advanced system 
to replace cardiac 
catheterization lab 
University Hospital has been 
granted permission to replace its 
cardiac catheterization equipment 
with a more versatile system. The 
unanimous Apri l 26 decision by 
the Massachusetts Public Health 
Council, the ruling body of the 
state's Department of Public 
Health, allows University Hospital 
to make a capital expenditure of 
$1,908,333 to replace its current 
system and to relocate and reno-
vate its catheterization laboratory. 
The new equipment w i l l simplify 
research at the Hospital on experi-
mental uses for cardiac catheteriza-
tion, a technique in which narrow 
tubes, or catheters, are guided 
along blood vessels to help diag-
nose certain forms of heart disease. 
In acknowledging University 
Hospital's need for the equipment, 
the Public Health Council noted 
the Hospital's key role in medical 
education and catheterization re-
search. The Council cited Univer-
sity Hospital's "teaching functions, 
its participation in major clinical 
trials and other clinical research, 
and its involvement in the develop-
ment of new techniques" involving 
cardiac catheterization. 
Cardiac catheterization depends 
on a process called "cineangiogra-
phy," in which x-ray motion pic-
tures are taken of a patient's chest 
to help surgeons guide catheters 
through the vessels. The images ap-
pear instantly on a video screen. 
"The procedure gives the surgeon a 
road map with which to operate," 
says David P. Faxon, M . D . , direc-
tor of the University Hospital car-
diac catheterization laboratory of 
the Division of Surgery's Section of 
Cardiology. 
Catheterization can help physi-
cians decide whether a patient's 
condition warrants open heart sur-
gery. About 600 patients a year 
undergo cardiac catheterization at 
University Hospital, of whom 
about 80 percent go on to have 
coronary bypass surgery, says 
Faxon. 
The new cardiac catheterization 
system w i l l feature a biplane x-ray 
tube arrangement, in which x-ray 
cameras are affixed to a set of me-
chanical arms that revolve around 
the patient. The cameras can cap-
ture images at different angles 
while the patient rests on a station-
ary platform. The technique is safe 
and comfortable for the patient, 
and affords the surgeon clear visi-
bility within the operating room. 
A powerful feature of the new 
system is its capability for digital 
subtraction angiography, a process 
that can create an unobstructed 
image of coronary anatomy. Such 
an image is formed by "digitizing" 
the x-ray image, or breaking it 
down into a code, then processing 
it through a computer. The com-
puter "subtracts" from the picture 
any objects that may be obscuring 
the artery, such as ribs, lungs or 
the heart. Subtraction angiography 
can provide a much clearer image 
of an artery and catheter than 
most other viewing methods. 
The new equipment wi l l help 
in the development at University 
Hospital of at least two experimen-
tal uses for cardiac catheterization. 
The new system w i l l simplify the 
Hospital's research on coronary 
angioplasty—a nonsurgical reshap-
ing of blood vessels to treat coro-
nary disease—and on intracoron-
ary streptokinase—in which the 
enzyme streptokinase is injected di-
rectly into a blocked blood vessel, 
dissolving an obstructing clot and 
preventing a possible heart attack. 
As experimental therapies like 
intracoronary streptokinase and 
coronary angioplasty become stan-
dard practices, catheterization wi l l 
play an increasingly important role 
in medicine. The new equipment 
wi l l allow University Hospital to 
keep pace with such advancements 
in cardiac disease treatments, and 
to move ahead on further catheter-
ization research. —Steve Stiles 
The cardiac catheterization laboratory plays a key role in patient care. 
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NATIONAL LEADERSHIP 
Kenneth C. Edelin, M.D. Murray M. Freed, M.D. Claudia Gamel-Bentzel, 
R.N.. M.S. 
Mohandas M. Ktm, M.D. 
Robert E. Leach, M.D. Marilyn Pires, R.N. 
M.S.N. 
Bernard Statland, M.D., 
Ph.D. 
M. Stuart Strong, M.D. Stanley P. Wainapel, M.D. 
University Hospital 
staff members hold 
leadership posts 
A number of University Hospital 
physicians and other health profes-
sionals in recent months have been 
honored by their peers with elec-
tion to leadership positions in their 
specialty organizations. Among 
them are the following: 
Kenneth C. Edelin, M.D., chief of 
gynecology: vice-chairperson of the 
board of directors of the Planned 
Parenthood Federation of America, 
chairman of the Individual Rights 
Committee of this organization. 
Murray M. Freed, M.D., chief of 
rehabilitation medicine and direc-
tor of the New England Regional 
Spinal Cord Injury Center: presi-
dent of the American Academy of 
Physical Medicine and Rehabilita-
tion for 1983, member of the 
board of directors of the American 
Board of Physical Medicine and 
Rehabilitation, member of the 
board of directors of the American 
Spinal Injury Association. 
Claudia Camel-Bentzel, R.N., 
M.S.: president of the American 
Association of Neurosurgical 
Nurses. 
Mohandas M. Kini, M.D., director 
of retina services, Department of 
Ophthalmology: president of the 
Massachusetts Society of Fye Phy-
sicians and Surgeons and chairman 
of the Massachusetts Medical Soci-
ety's Section of Ophthalmology. 
Robert E. Leach, M.D., chief of 
orthopedic surgery: head physician 
for all United States Olympics 
teams for 1980 through the 1984 
Olympic Games, president-elect of 
the American Orthopedic Society 
for Sports Medicine. 
Marilyn Pires, R.N., M.S.N., reha-
bilitation clinical specialist: secre-
tary-treasurer of the Association of 
Rehabilitation Nurses. 
Bernard Statland, M.D., Ph.D., 
chief of laboratory medicine: mem-
ber of the board of directors of the 
National Committee for Clinical 
Laboratory Standards. 
M . Stuart Strong, M.D., chief of 
otolaryngology: president of the 
American Laryngological 
Association. 
Stanley F. Wainapel, M.D., clinical 
director of the Department of Re-
habilitation Medicine and co-direc-
tor of University FiospitaTs Head 
Trauma Program: president of the 
American Society of Handicapped 
Physicians. 
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Stroke: A definition 
and warning signs 
"Matters of Health " is written hy 
University Hospital medical writers 
in consultation with UH staff phy-
sicians and Boston University 
School of Medicine faculty mem-
bers. The column appears in more 
than 30 daily and weekly newspa-
pers in eastern Massachusetts and 
in several industry publications. 
Readers of "Matters of Health " 
are encouraged to submit suggested 
topics for future columns hy writ-
ing to Box H, University Hospital, 
75 E. Newton Street, Boston MA 
02118. 
I understand that stroke is one of 
the most serious consequences of 
cardiovascular disease. What are 
its warning signs? 
Stroke is a sudden, severe attack 
that is usually characterized by loss 
of muscle function, sensation, vi -
sion or speech. There are two types 
of stroke: brain infarction and in-
tercranial hemorrhage. 
Brain infarction occurs when the 
blood supply to part of the brain is 
impeded by a blocked artery. Inter-
cranial hemorrhage results when 
disease-weakened or congenitally 
weak blood vessels rupture and 
blood either envelops or enters the 
substance of the brain. 
The first type, brain infarction, 
has a dual nature because it may 
be caused by one of two types of 
arterial blockage: atherothrombotic 
or embolic. The first type of block-
age is characterized by atheroscler-
otic and clotted blood material 
that are formed locally. The second 
is caused by clots, formed in the 
heart and in the great arteries, that 
are sent through the blood stream 
to the brain. 
Some of the warning signs of 
stroke may include a sudden, tem-
porary weakness or numbness of 
the face, arm or leg. A person may 
experience temporary difficulty in 
speaking, loss of speech or trouble 
understanding speech. Sudden, 
temporary dimness or loss of vi-
sion, particularly in one eye, or an 
episode of double vision, dizziness 
and unsteadiness of gait also may 
be warning signs of stroke. 
These warning signs are referred 
to collectively as transient ischemic 
attacks or "TIAs . " They usually 
occur when partial blockage of an 
artery causes a brief interruption of 
blood to part of the brain. Most 
strokes that follow transient is-
chemic attacks occur soon, often 
within a few months of the onset 
of the TIAs. Of course, these warn-
ing signs may be associated with 
other problems, not necessarily 
stroke. If you experience any of 
them, you should see your doctor. 
The major health factors con-
tributing to stroke are hypertension 
and cardiac impairments. The re-
nowned Boston University/Fra-
mingham Heart Study found that 
hypertension (elevated blood pres-
sure) is the major cause of stroke. 
Persons with hypertension were 
found to be especially prone to 
cardiac problems, and the risk of 
They challenged the 
prevailing opinion 
—and started the 
first safe and sure 
hypertension treatment 
Twenty years ago, a team of three 
persistent researchers at Boston 
University School of Medicine, led 
by Robert W. Wilkins, M . D . , who 
became physician-in-chief at Uni-
versity Hospital, challenged and re-
futed the prevailing scientific view 
of high blood pressure. 
If a patient had atherosclerosis 
(hardening of the arteries), high 
blood pressure was necessary, so 
the reasoning went, to help force 
blood through the patient's nar-
rowed arteries. Once a patient de-
veloped the disease, any attempt to 
medically lower the blood pressure 
posed a danger. 
However, researchers at Boston 
University Medical Center insisted 
stroke was increased threefold in 
persons with coronary heart dis-
ease and almost fivefold in those 
with congestive heart failure. 
Treating hypertension also ap-
pears to offer the greatest promise 
in reducing death and disability 
from stroke. Farly detection and 
treatment of hypertension have 
proved successful in preventing or 
delaying initial and recurrent 
strokes. While cigarette smoking 
and elevated cholesterol in the 
blood are important risk factors 
for coronary heart disease, their re-
lationship to stroke is less definite. 
Half a million Americans are 
victims of stroke each year, accord-
ing to the American Heart Associa-
tion. It is the third-ranking cause 
of death in the United States after 
coronary heart disease and cancer, 
and occurs equally in men and 
women. If you are with someone 
who appears to be suffering a 
stroke, you should make sure the 
person is admitted to a hospital as 
soon as possible. 
that high blood pressure itself 
posed the danger, and they per-
sisted in trying to find safe, effec-
tive ways of lowering it . Today, 
because they were successful, 
whenever a patient anywhere in 
the world is treated for hyperten-
sion, the team's scientific achieve-
ments are at work. 
The first medication that could 
be counted on to lower blood pres-
sure with any safety and consis-
tency—a preparation of the root of 
the rauwolfia plant found in In-
dia—was successfully tested by 
Wilkins in the late 1940s. He led a 
School of Medicine research team 
in developing many of the current 
treatments for controlling high 
blood pressure. The group showed 
that high blood pressure contrib-
uted significantly to heart disease 
and arteriosclerosis, and argued 
successfully that high blood pres-
sure served no useful function in 




From Our Friends 
Private philanthropy: 
Always needed, but 
never so necessary 
as it is today 
Philanthropy, any effort or intent 
to increase the well-being of man-
kind, has been expressed in count-
less forms throughout the ages, 
from sharing one's hearth with a 
traveler to helping a neighbor build 
a new barn, from giving one's time 
to a town board, to giving funds to 
advance a great cause. 
Within our lifetime, there has 
been a marked change in philan-
thropy. In the early part of this 
century, the contributions of just 
one person could build an entire l i -
brary, museum or hospital. In fact, 
many of this nation's private non-
profit hospitals, like University 
Hospital, began through the benefi-
cence of just a few private citizens. 
By mid-century, though, helping 
facilities to deliver quality care to a 
growing population became a chal-
lenge beyond the means of private 
philanthropy, and the federal gov-
ernment became deeply involved in 
supporting programs to construct 
and equip hospitals nationwide. In 
addition, private health insurance 
benefits for employees became 
commonplace, thus extending med-
ical coverage to a larger population. 
With the advent of health insur-
ance, more and more people came 
to hospitals, and federal and third-
party reimbursement replaced indi-
vidual donations as the mainstay 
of a hospital's budget. However, 
the private contributor continued 
to play an important role in ad-
vancing medical knowledge 
through the funding of medical re-
search and the acquisition of supe-
rior technology. 
Increased costs bring controls 
Dramatic increases in hospital 
health-care costs—fueled hy popu-
lation increases, inflation, medical 
breakthroughs, and the costly tech-
nologies and facilities associated 
with advances in medicine—have 
led government and business lead-
ers to push for stringent hospital 
cost-control measures. In Massa-
chusetts, a 1982 cost-containment 
law, Chapter 372, seeks to stem 
the rise of health-care costs by fix-
ing hospital budgets at predeter-
mined levels. (See editorial, pg. 2). 
University Hospital is working 
carefully to meet Chapter 372's 
mandates without allowing the 
quality of care to be adversely af-
fected. Some measures have been 
harsh. The Hospital has had to cut 
a number of jobs and cut budgets 
across the board. 
Thus, our Hospital has come full 
circle: Wi th costs increased, federal 
and state funding reduced, and 
stringent new cost-cutting mecha-
nisms in place, we must look to 
private philanthropy for vitally 
needed support. 
Many ways to help 
Private philanthropy can do 
much to help ensure that Univer-
sity Hospital w i l l remain strong 
and faithful to its mission of: pro-
viding quality patient care; conti-
nuing to advance medical knowl-
edge through clinical and 
laboratory research; and helping to 
train future generations of health 
professionals. As readers wi l l see in 
the following pages, there are 
many ways to help. The time of 
the individual philanthropist has 
returned. 
This section of University Hospi-
tal is reserved as a place to recog-
nize the people who give so gener-
ously to the Hospital. Gifts to the 
Hospital—not only cash contribu-
tions and bequests, but also gifts of 
time, goods, equipment and ser-
vices—are vital to our mission of 
quality patient care, research and 
education. Contributors to the 
Hospital w i l l be listed at least once 
a year in this magazine—unless, of 
course, a donor requests to remain 
anonymous. We also list those peo-
ple in whose honor or memory 
gifts are made. 
If you have any questions about 
philanthropy at University Hospi-
tal, call the Development Office at 
247-5590. The Development Office 
is responsible for receiving and ac-
knowledging all gifts to the Hospi-
tal, and for assuring that donors 
receive proper recognition. The 
staff also maintains a list of Hospi-
tal needs for potential donors. The 
office is open weekdays 8:30 a.m. 
to 5 p.m. 
—Michael Valentine, 
director of Development, 
University Hospital 
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A glossary of giving 
The following are ways you can 
become a philanthropist and help 
others through gifts to University 
Hospital: 
The Annual Fund: The cornerstone 
of contributions to University Hos-
pital is the Annual Fund—yearly 
gifts from trustees, physicians, em-
ployees and friends, which help to 
purchase new equipment and meet 
needs that can't be be fitted into a 
crowded operating budget. Fach 
gift to the Annual Fund is an in-
vestment in tomorrow that begins 
paying off today. 
Giving in honor and in memory: 
"Send A Message That You Care" 
is the caption that appears on a 
pre-addressed, stamped envelope 
that makes it easy for you to 
honor or memorialize someone 
close to you. This special gift enve-
lope includes a place where one 
may indicate how the gift is to be 
used, and offers a meaningful and 
convenient way to say "thank 
y o u " to a doctor, nurse or thera-
pist who has provided care, or to 
honor a friend or loved one by 
making a gift that w i l l help others. 
The envelope is available in var-
ious locations at the Hospital and 
is included in many of the Hospi-
tal's regular mailings. 
Matching gifts: You can often mul-
tiply a gift to the Hospital if you 
work for a company that matches 
charitable gifts. Many companies 
w i l l match or even double contri-
butions to hospitals made by their 
employees and their families. Ask 
your employer (or former em-
ployer, if you're retired) if they 
match gifts. If so, ask for a match-
ing gift form and enclose it with 
your gift. 
Planned giving: Planned giving is 
giving now for the Hospital's fu-
ture. It often provides immediate 
benefits for the donor and long-
range benefits for the Hospital. 
Planned giving can affect a donor's 
income or estate taxes significantly. 
Often a donor w i l l have more 
spendable income after making a 
gift than before. The most com-
mon form of planned giving is to 
include University Hospital in your 
w i l l . For more information, or to 
discuss a planned gift to University 
Hospital, contact the Development 
Office. 
Pledging: Pledging offers a way for 
you to make a larger commitment 
over a period of time than would 
have been possible in a single gift. 
By pledging, you let the Hospital 
plan for the full amount of your 
gift, while you plan to pay off your 
commitment over a specified pe-
riod of time. Pledges are most 
common during capital campaigns, 
but some people pledge to the An-
nual Fund as well. 
Named gifts: For the few who are 
able to make very sizeable gifts to 
support a facility, program or ser-
vice—the Hospital provides special 
forms of permanent recognition. 
These include engraved plaques or 
the association of someone's name 
with a service, unit or building of 
the Hospital. Recognition also may 
involve a reception or ceremony 
with family and friends to mark 
the occasion. Named Gifts are in-
dividually arranged through per-
sonal meetings with interested do-
nors and must be approved by the 
Hospital's Board of Trustees. Con-
tact the director of Development 
for information about Named 
Gifts. 
Blood donors help 
Hospital cut costs 
University Hospital uses more than 
1,000 units of blood every month 
in transfusions for approximately 
200 patients. The Blood Bank is 
open 24 hours a day, seven days a 
week, with staff members ready to 
serve the needs of the Hospital's 
patients. 
But blood is expensive—costing 
the Hospital anywhere from 
$57,000 to $93,000 a month and 
is usually in short supply. Univer-
sity Hospital relies on the help of 
former patients and their families, 
employees and friends to maintain 
its supply of this life-giving 
substance. 
Of the 1,000 units of blood 
used, about 80 units (pints) of 
blood are donated each month. 
mostly by Hospital employees, ac-
cording to Susan Fikinas, donor re-
cruiter. The rest must be purchased 
from the Red Cross Blood Bank. 
"Donors are always needed," she 
says. 
The 14 medical technologists 
who staff the Blood Bank not only 
take donations and provide units 
of blood for transfusions, but they 
also are responsible for extensively 
testing all blood received by the 
Mary O'Neill, M.D., senior clinical pathology resident, conducts re-
search on antibodies at the University Hospital Hematology Laboratory. 
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Blood Bank and approving the 
blood for patient transfusions. 
Program three years old 
University Hospital established 
the Blood Donor Program in May 
of 1979 as part of its program of 
cost containment. The Blood Bank 
encourages all employees, former 
patients and their families to do-
nate blood so that the costs in-
curred by purchasing blood sup-
plies can be reduced. 
The staff of the University Hos-
pital Blood Bank can test, process 
and separate most components— 
especially the more common 
ones—on the premises. Other com-
ponents are ordered from the Red 
Cross as needed, according to 
Theresa Kuszaj, M . T . (ASCP) 
S.B.B., Blood Bank supervisor. 
Blood always is in short supply. 
Anyone in reasonably good health, 
between the ages of 17 and 65, 
who weighs at least 110 pounds 
and has never had jaundice, hepati-
tis or Acquired Immune Deficiency 
Syndrome (AIDS) can donate. 
The Blood Bank is located on 
the fourth floor of University Hos-
pital's Health Services Building. It 
is open for donations, by appoint-
ment, Monday through Friday, 9 
a.m. to 4 p.m., Tuesdays until 8 
p.m. Other evening hours may be 
arranged. Please call Susan Fi-
kinas, donor recruiter, at 247-
5255, to schedule appointments or 
if you want more information. The 
Blood Bank offers donors free 
parking in the Doctors Office 
Building Garage at 720 Harrison 
Ave. —Heidi Paul 
The Thrift Shop: 
a project of the 
Aid Association 
How could one make good use of 
an extra living room sofa or other 
household item in good condition, 
and at the same time make a con-
tribution to University Hospital? A 
fine way would he to donate the 
items to the Thrift Shop of Bos-
ton—which receives and then sells 
quality goods, including furniture. 
Members of the Hospital Aid Association sort through recent contribu-
tions to the Thrift Shop. From left to right are: Phyllis Freed, Cele Hoff-
man, Ruth Freidman, Sophie Kauffman, and Eleanor Rose, Thrift Shop 
supervisor. 
appliances, toys, clothing, bric-a-
brac and assorted treasures. 
Fleanor Rose and Wendy Feld-
man are University Hospital Aid 
Association co-chairpersons for the 
Thrift Shop, which is operated 
jointly by a committee of represen-
tatives from area hospitals. The 
Aid Association's members periodi-
cally present University Hospital 
with a check representing a portion 
of the Shop's return on sales of do-
nated goods. Recently the Hospital 
received $5,000 from sales. The 
contribution to the Hospital is an 
important one, for the Shop, said 
Rose, "is a thriving enterprise." 
To keep the Shop stocked with 
quality items, Feldman and Rose 
search out estate and garage sales, 
buy from families or organizations 
that are moving and accept dona-
tions from anyone with something 
useful to give. "We' l l take any-
thing, as long as it's in working 
condition—not torn or broken," 
said Rose. Recently at one estate 
sale, she went away with "practi-
cally a whole house of furniture," 
including three bedroom sets, plus 
brass pieces, dishes, an air condi-
tioner, a leaf blower for the lawn, 
a 3-D painting and an antique yel-
low and white glass lamp. "The 
lamp was a* notable find because 
those colors are hard to come by," 
she noted. 
In addition to University Hospi-
tal, the Thrift Shop is sponsored by 
Children's Hospital Medical Cen-
ter, Boston Children's Services, the 
New Fngland Home for Little 
Wanderers, Fllis Memorial Hospi-
tal, Brigham and Women's Hospi-
tal, New Fngland Medical Center, 
Peter Bent Brigham Hospital and 
Trinity House Camp. 
Anyone wishing to donate items 
to the Thrift Shop of Boston, 656 
Centre St. in Jamaica Plain, may 
call Rose at 891-4589 or Feldman 
at 232-0163. The Thrift Shop staff 
w i l l arrange to have the merchan-
dise picked up. Al l donations are 
tax-deductable. 
Eleanor Rose at work at the Thrift Shop, 
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With Thanks to our Friends 
INDIVIDUAL DONATIONS 
The President's C o u n c i l : 
Founded in 1983 to recognize and involve those individuals who have shown a special interest in 
helping the Fiospital to fulfill its mission, The President's Council is a leadership group of individuals 
who have made major gifts to University FFospitaVs Annual Fund in the last year. The Hospital offers a 
special program to maintain a close ana informed relationship with each Council member. 
The following are Founding Members of The President's Council: 
Dr. J. Scott Abercrombie, Jr. 
Herbert A. Abramson 
Francis P. Allen, Jr. 
Mr. and Mrs. Herbert L. Herman 
Lawrence Bianchi 
George S. Bissell 
Benjamin H . Bristol 
John F. Cogan, Jr. 
Richard P. Crowley 
Sydney DeYoung 
John K. Dineen 
Dr. Richard H . Fgdahl 
Mr. and Mrs. Robert D. Fanger 
Dr. Robert C. Feldman 
P. Fred Fox 
Wilfred Godfrey 
Dr. Will iam F. R. Greer 
Leonard F. Hartwig 
Dr. and Mrs. Benjamin P. Hecht 
Will iam I . Koch 
Althea Lank 
Dr. Norman G. Levinsky 
George D. Levy 
L. Anthony Magliozzi 
Ruth Mann 
Dr. John R. McCormick 
Joseph C. McNay 
Dr. Peter J. Mozden 
Wallace L. Pierce 
Jerome Preston, Jr. 
Jerome Preston, Sr. 
Gerard Regard 
Ora G. Roehl 
Daniel Rose 
Thomas A. Rosse 
David T. Rubin 
Roger H . Samet 
M r . and Mrs. Samuel B. Sheldon 
Dr. Marvin A. Stolherg 
John H . Valentine, Jr. 
Mrs. Harold Wald 
Stephen L. Wald 
Dr. Marcelle M . Willock 
Gifts from Individuals: 
Each year the Hospital and its various departments receive hundreds of contributions from people whose generosity, 
compassion and foresight help assure progress through research and quality care for others. Contributors include former 
patients, their friends and members of their families. Many are people who work at the Hospital. And many others are 
volunteers, trustees, corporation members, members of the Hospital Aid Association, the Nursing Alumnae Association — 
people who give their time and their talents, in addition to their financial support. 
The Hospital staff and those we serve can be thankful to each of those listed below whose gift, from the smallest to the 
largest, truly makes a difference in the Hospital's ability to provide good quality care to all who come here. 
Mr. and Mrs. Kenneth Abbott 





Irma Canzanelli Adams 
Mis. Weston W. Adams 
Mrs. Arthur Adelson 
Edmond V. Abearn 
Mr. and Mrs. Douglas Abern 
Mr. and Mrs. Erancis Abern 
Leo Albin 





Jacqueline M . Allen 
Josephine Allen 
Raymond S. Allen 
M r . and Mrs . Richard L. Allen 
Betty Al lman 
Antone Almeida 
Hilda Almeida 
Victor M . Almeida 
George Amadeo 
Ann Young Ameigh 
M r . and Mrs . John Amicone 
Dr. Caspar W. Anastasi 
Dr. Bernhard G. Anderson 
M a r i o n A. Anderson 
Norman A. Anderson 
Phyllis M . Anderson 
Rolf E. Anderson 
M r . and Mrs . Stephen L. Anderson 
Michael Annesi 
Gerald Antonelli 
Harold L. Armer 
George K. Armes 
Dorothy Aronson 
Helen H . Aronson 
Mrs . Louis Aronson 
Edward Artiano 
Richard C. Ashenden, Jr. 
Linda M . Ashton 
Dr. Isaac Asimov 
Dr. George Atkins 
Denise Aveni 
Elaine Ayers 
Dr. David Ayman 
Esther Backer 
Ralph R. Bagley 
Dr. David A. Bailen 
Anita Bailey 
Mrs . Henry J. Bakst 
M r . and Mrs . Arthur B. Balcam 
Dr. Joseph Baldassare 








Edward J. Barnicle 
Catherine Barrett 
Dorothy E. Barry 
Leonard Barry 




John F. Barwell 
M r . and Mrs . Wi l l iam Barwell 
Christine S. Bates 
M r . and M r s . Weston Bates 
M r . and M r s . Maurice Bazinet 
M r . and M r s . Thomas Beattie 
Margaret Beatty 
Elisabeth G. Beck 
Marcelle G. Beck 
Gail Becker 
Dr. and M r s . Yardley Beers 
Vivian E. Belcher 
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Dr. Santiago Paredes 
Ethel B. Park 
Agnes L. Parker 
Mary Parlee 
Wil l iam Parvey 




Robert H . Patrick 
Jeanne Patton 
Dr. G. Richard Paul 
Dr. Norman L. Paul 
M r . and Mrs . Kenneth V. Payne 
M r . and Mrs . Benjamin A. Peabody 
Mi ldred Pearlman 
Wil l iam Pearson 
Jerry Pech 
Elinor Peirce 
M r . and Mrs . Bernard A. Pekala, Sr. 
Edward P. Pellegrini 
Robert Pelletier 
Jeannine M . Peltier 
M r . and M r s . Philip Pendell 
Helen M . Pendergast 
M a r i o n Penney 
Pamela Penney 




Levite R. Perrault 
Bernice B. Perry 
Constant M . Perry 
Dr. Nathan Perry 
Jean Petersen 
M r . and M r s . George Petersen 
Astrid Peterson 
M r . and Mrs . John W. Peterson 
Paul Phelan 
Frederic N . Phinney 
Frances Piasecki 
Mrs . James E. Piccini 
Edward Pierce 
John J. Pilla 
Miguel Pinto 
M r . and Mrs . Myer Pinto 
M a r i l y n Pires 
Vivian Pitter 
Lorraine L. Plaisted 
Paul Jude Plummet 
Dr. Peter E. Pochi 
Erancis J. Podles 
Elaine Podradchik 
Emile C. Poirer 
Jean Polak 
Diane Pollack 
M i r i a m Pollack 
Pamela E. Pomeroy 
Diane Poole 
Evelore N . Poras 
Elizabeth Porter 
Reverend Leicester R. Potter, Jr. 
M r . and Mrs . Daniel S. Poulos 
Neva Merserve Powell 
Viola Power 
Alyce Powers 
Stanley P. Powers 
Mary G. Prance 
Gordon C. Pratt 
Karen Prendergast 
Godfrey Prescod 
M r . and Mrs . Michael R. Prescott 
Sylvia S. Pressman 
M r . and Mrs . Elwyn G. Preston, Jr. 
Cheryl A. Preston 
Barbara Prevo 
M r . and Mrs . Sidney S. Price 
George W. Prince 
Lynne M . Princigalli 
Antonio J. Provinzano 
M r . and Mrs . John H . Puffer 
Dennis Pultinas 
Margaret Puopolo 
John A. Purol 
Elizabeth Pyrek 
Dr. Benjamin A. Quamina 
Roland Racine 
Maria E. Racioppi 
James K. Rader 
Bernice P. Radin 
Angelo Rago 
Gloria M . Raleigh 
John J. Rallis 
Joseph Ramuglia 
M r . and Mrs . Robert Randall 
Barbara Rascicot 
Helen Rattan 
Carl H . Ravich 
Mary L. Rawson 
Daniel Reardon 
Carolann Reaves 
Thomas J. Reavey 
Mildred E. Redpath 
Paula Reid 
M r . and Mrs . Edward Remington 
Benedict J. Remutis 
Rita Renter 
Dr. Ira H . Rex, Jr. 
Christine Richards 
Edward N . Ricker 
Elvi Rigby 
Daisy Rigg 
M r . and Mrs . James Rio 
Roger Risoldi 
Laura Ritter 
Frank A. Rivers 
Ann S. Roach 
Dr. Arnold Robbins 
Louis W. Roberts 
Lucille Roberts 
M r . and Mrs . M i l t o n Roberts 








Beatrice Z . Rubin 
Dr. Neil B. Ruderman 
Annette Ruggeri 
M r . and Mrs . Thomas J. Rum 
Mrs . George H . Runge 
Ernest A. Runzo 
Charles Ruocco 
Arturo J. Rusconi 
Mary A. Rusconi 
Christine Ryan 
Stephen Ryan 
Wil l iam G. Ryan, Jr. 
Helen Ryan 
James R. Ryan 
M r . and Mrs . Robert Ryan 
Rose E. Ryan 
Dr. Thomas J. Ryan 
Thomas W. Ryan 
George Saba 
Mrs . Norman Sabbey 
John B. Sacino 
Louise Saghbazarian 
Margaret Saitta 
Dr. Harilaos Sakellarides 
Dr. David J. Salant 
Betty Saltzman 
Winsome Sampson 
Nadine E. Sander 
Dr. Hartej S. Sandhu 
Ruth-Ellen Sandler 
Theresa E. Sands 
Dr. John I . Sandson 
"Edward P. Robinson 
Kathleen Robinson 
Pearl Robinson 
Robert J. Rocheford 
Mrs . Henry J. Rock 
Kenneth Rocke 
Mary Rodriques 
Dr. Ethan S. Rofman 
Marie Rogers 
M r . and Mrs . Stanley Rogers 
Theda W. Rogers 
Elton S. Rollins 
Robert G. Romasco 
Robert E. Roomey 
Maureen A. Rooney 
Alice L. Rose 
Marguerite Piret Rosen 
Celia F. Rosenberg 
Dr. Henry M . Rosenberg 
Merr i l l J. Rosenberg 
M r . and Mrs . Leonard Rosendorf 
Celia Rosengard 
Dr. David E. Rosengard 
Dr. George Rosenthal 
M r . and Mrs . Irving Ross 
Jacob Ross 
Lorraine Rossi 
M r . and Mrs . Robert Rossi 
Dr. Larry H . Roth 
Jack Rothbard 
M r . and Mrs . Elliot P. Rothman 
Ruth Sandquist 
Lena Sandwell 
M r . and Mrs . Paul Sanford 
Eva Santiago 
Lorraine M . Santos 
Edward Sarno 




Dr. Mazen Sawaf 
M r . and Mrs . Ronald Sawicki 
Ellen A. Sawinski 
Dr. Daniel S. Sax 
Richard W. Scanlon 
Edward J. Scannell 
Claudett Scantobury 
Evelyn T. Scavo 
John E. Schaff 
Erick Scheralis 
Dr. Edgar Schick 
Dr. Elihu M . Schimmel 
Charlotte E. Schmidt 
Edward K. Schneider 
M r . and Mrs . Bernard Schofield 
Harriet Schreier 
Gershon Schwartz 
Dr. Robert Schwartz 
Ruth S. Schwartz 
Dorothy R. ScoviUe 
Peter B. Seamans 
Gail E. Sears 
Herbert Sears 
Dr. David Segal 
M r . and Mrs . Moses Segal 




Leo S. Shaer 
Wil l iam E. Shaffer 
Robert Shamblin 
M r . and Mrs . Paul J. Shanahan, Sr. 
M r . and M r s . Fred Shanahan 
Mary Ruth Shanahan 
Patricia Shannon 
Stanley E. Shannon 
Dr. Eli Shapiro 
Melvin L Shapiro 
M r . and Mrs . Wi l l i am Sharkey 
Wi l l i am Sharrio 
M a r i o n G. Shea 
Peter Shea 
M r . and M r s . Charles J. Sheehan 
Isabel M . Sheets 
Minnie S. Sheingold 







Edna M . Shtogreen 
Ann Shuman 
Dr. Samuel B. Shuman 
Linda Shyavitz 
M r . and Mrs . H o w a r d Siegel 
Lois D . Siegelman 
Arthur G. Silk 
Dorothy T. Silva 
Edward Silva 
M a r y A n n Silva 
M r . and Mrs . Gerald H . Silverman 
Emilio D . Silvi 
Martha Simokat 
Joseph W. Simone 
Linda H . Sirrico 
Dr. Herbert S. Sise 
Mary W. Sites 
George E. Slye 
Josephine Smaluk 
A l w y n B. Smith 
Cyril W. Smith 
Esther Ballam Smith 
Kathleen A. Smith 
M a r i o n Smith 
Mary Smith 
Peter Smith 
Richard A. Smith 
Ruth Smith 
Susan Smolenski 
Joseph G. Sneider 
M r . and M r s . Richard M . Snethen 
Dr. Gordon L. Snider 
Gertrude R. Snow 




Mary T. Sojka 
M r . and Mrs . Joseph H . Solomon 
Dr. Ginter Sotrel 
Nicholas Spanos 
Dr. Edward L. Spatz 
John G. Spaulding 
Mrs . Frederick Spaziani 
M r . and M r s . Philip Spaziani 
Clarence W. Spencer 
M r . and M r s . Richard V. Spencer 
Verna Spencer 




Beulah E. Sprowl 
Armand E. St.Jean 
Linus St. Louis 
Rose Stacey 





Melvin M . Starensier 
Alexander Stathopoulos 
• i 
Dr. Bernard E. Statland 
Louise D . Stead 
Marjorie Nye Stead 
Dr. R. Knight Steel 
John Stein 
Frederick H . Stephens, Jr. 
Nancy Stewart 
Leo J. Stier 
Dr. Joseph Stokes 
Dr. Gene H . Stollerman 
Elsie L. Stone 
M i l t o n Stone 
Walter Stone 
Frank Buzzo Stowell 
Dr. M . Stuart Strong 
Erancis J. Strout 
Jina Stubbart 





M r s . Fred J. Sullivan 
M r . and Mrs . Robert Sullivan 
Robert E. Sullivan 
Susie Sullivan 
Peter Sumner 
Edward F. Swain 
L. Anne Sweatt 
M r . and M r s . Frank Sweeney 
Robert Sweeney 
Dr. Stephen E. Sweet 
M r . and Mrs . George Swidler 
Susan Szot 
Nora Szymanski 
Dr. Lilia Talarico 
M r . and Mrs . Rudolf Talbot 
Dr. Carter B. Tallman 
Richard Tarbuck 
M r . and Mrs . Isaac Tarmy 
Dr. Julius Taylor 
M r . and M r s . Kenneth Taylor 





Dr. M . P. Thakur 
M r . and M r s . Earl Theroux 
Cathi-Ann Thomas 
Dr. H . Emerson Thomas 
Lounetta Thomas 
Charles E. Thompson 
James A. Thompson 




Dr. Ci'harles P. Tifft 
David Titlebaum 
Robert M . Titus 
The Tobin Family 
M r . and Mrs . J. Owen Todd 
Fred E. Todenhagen 
Francisco Tolentino 
Dr. Bernard Tolnick 
Daryl Tomkiel 
M r . and M r s . James Tontodonato 
Erancis Tortolano 
Stokley P. Towles 
Katherine Townsend 
Grace E. Toy 
Joyce A. Tracey 
Marie Tracey 
Virginia C. Trainor 
Dr. Nghi T. Tran 
Barbara P. Trefethen 
M r . and Mrs . Antonio Tropeano 





M r . and Mrs . David L. Turnhull 
M r . and Mrs . John M . TurnbuU 
"Frederick A. Turner 
Mary R. Turner 
Shirley Turner 
Anthony C. Turrisi 
M r . and Mrs . Kenneth A. Tweedie 
Talbot T. Tweedy 
Wil l iam E. Twomey 
Joseph Urquiola 
Albert Vaccaro 
Dr. Louis Vachon 
Victoria Vaipan 
Michael Valentine 
Dr. George S. Van Dyke, Jr. 
Rita Vanasse 




Ernil E. Verderber 
Alfred Veronise 
Patricia B. Verry 
M r . and Mrs . Aristides Viegas 
Eugene Vincent 
David Visco 
Thomas Voislow, I I 
M r . and Mrs . Joseph W. Volk, Jr. 
Phyllis Volpe 
Ruth Wahler 
Dr. Stanley Wainapel 
Dr. Edward E. Walata 
Dr. Hyman Waldman 
Genevieve M . Walker 
Mahlon Walker 
Stuart D . Walker 
M r . and Mrs . Wi l l i am Walker 
Evelyn Hosford Wallace 
Jeanne Walmer 
Herbert M . Walsh, Jr. 
David 1. Walsh 
Gertrude P. Walsh 
John J. Walsh 
Rena Walsh 
Robert E. Walsh 
Susan Walsh 
Linda Walter 
Dr. Raymond Walther 
Dr. Allen C. Waltman 
Mr. and Mrs . Lester Warburton 
Marie A. Warnock 
M r . and Mrs . Richard Wasilewski 
Dr. Wi l l iam E. Waterman 
M r . and Mrs . Edward H . Watson 
Mary E. Watson 
Bina Watts 
Blanche Webb 
Ralph B. Webber, Jr. 
Bessie Webster 
Dr. Donald A. Weiner 
Philip Weinerman 
M r . and Mrs . M a r k Weinstein 
Dr. Lewis R. Weintrauh 
M r . and Mrs . M a r k Weintrauh 
Helen Wells 
Paul R. Wendt 
Douglas E. Werner 
Helen Wesley 
Patricia C. Whalen 
James Wheeler 
Reginald M . Whitcomb 
Faith W. White 
Karen White 
Dr. Philip S. White 
M r . and Mrs . Ralph L. White 
Dr. Roberta F. White 
Howard S. Whiteside 
M r . and Mrs . Thomas Whiteside 
Ann T. Whitney 
J. Malcolm Whitney 
Lisa Whittaker 
W. K. Whorf 
Jacob Wiesenthal 
Elizabeth Wilkey 
Dr. Lester E. Williams, Jr. 
Lester F. Williams, Sr. 
Charles A. Williams 
Frances M . Williams 
LiUie Mae Williams 
Robert H . Williams 
Ruth E. Williams 
Tiney Williamson 
DeAnna E. Willis 
Jessie Will is 
Lucille A. W i l m o t h 
Frederick W. Wilson 
M r . and Mrs . George E. Wilson 
Idelin Wilson 
Raymond Wilson, Jr. 
Charles R. Wilson 
Kathleen Winton 
Janet Wiseman 
Rachel W i t t 
Doris S. Wivell 
Dr. A. Wolbarsht 
Dr. Philip A. Wolf 
Sarah A. Wolfinsohn 
Mrs . Paul B. Wolper 
Yim K. Wong-Chu 
Imelda Wong 
Suelan Wong 
Wil l iam A. Woods 
M r . and Mrs . Walter Wrigley 





M r . and Mrs . Herbert S. Yep 
Dr. Neil Yeston 
Mrs . Joseph A. Yolmokas 
M r . and Mrs. Harvey Young 
Helen G. Young 
Mary E. Young 
Alma J. Youngquist 
M r . and Mrs . Richard Yoimie 
Walter Zaborski 
Dr. Norman Zamcheck 
Victor J. Zani 
Louis A. Zaval 
Joseph H . Zenga 
Judith Zerendow 
Arnold A. Zieff 
K i m Zimmerman 
Albert Z . Zinno 
Carol A. Zins 
M i l t o n I . Z l o t i n 
Shirley R. Zohn 
Barbara Zoia 
M r . and Mrs . Peter T. Zubel 
Romuldas E. Zukauskas 
M r . and Mrs . Wi l l iam Zusin 
Otto Zwecher 
Kenneth Zweig 
Dr. Walter P. Zymslowski 
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C O R P O R A T I O N S , F O U N D A T I O N S A N D O R G A N I Z A T I O N S 
In addition to gifts from individuals, the Hospital receives support each year from charitable trusts, private foundations, 
organizations and corporations. Many of these gifts are to support special programs or studies. Others are given to the 
Annual Fund. 
The following made contributions to the Hospital either directly or by matching gifts of their employees. 
Affiliated University Surgeons, P.C. 
Akron Ciry Hospital 
American Hospital Supply Corporation 
Anderson De Bartolo Pan, Inc. 
Arthur D . Little, Inc. 
Bitwell Construction Company 
Boston Pain & Anesthesia Associates, Inc. 
Boston University School of Medicine 
Business Forms Incorporated 
Cameron Business Machines Corporation 
Cannon Design, Inc. 
Cape Cod Art Association, Inc. 
Charles River Hospital 
Corroon & Black of Massachusetts, Inc. 
Delta Airlines, Inc. 
Department of Medicine, University 
Hospital 
D . F. Munroe Company 
Digital Equipment Corporation 
Dimeo Construction Company 
E G & G Foundation 
Evans Medical Foundation 
EinReport Systems, Inc. 
First National Bank of Boston 
Loss Manufacturing Company 
Eoxboro Company 
Frank Bertilino Beef Co., Inc. 
Frederick J. Kennedy Memorial Trust 
General Cinema Corporation 
Gilbane Building Company 
Gillette Company 
GrandMet USA, Inc. 
Great Northern Envelope Company 
Gresham, Smith & Partners 
Helen Woodman Charitable Trust 
Henry E. Wile Corporation 
Henry Hornblower Fund, Inc. 
Hoskins, Scott Taylor and Partners Inc. 
Impact Systems, Inc. 
Memorial Donor Groups: 
INEOREX, Inc. 
John Hancock Mutua l Life Insurance 
Company 
Josephine's Hairstylists 
Lassor & Fanny Agoos Charity Lund 
Liberty Mutua l Insurance Company 
Maclntyre, Lay & Thayer Insurance 
Agency, Inc. 
Mar ion Laboratories, Inc. 
Medical Electronics Corporation 
Monsanto Lund 
Morse/Diesel, Inc. 
Myles Standish Federal Credit Union 
Neurological Referral Center at University 
Hospital 
New England Nuclear 
New England Pharmaceutical, Inc. 
New Medico Associates, Inc. 
Nova Biomedical 
Peabody Office Furniture Corporation 
Polaroid Foundation, Inc. 
Purity Supreme 
Putnam Advisory Company, Inc. 
Shawmut Community Bank 
Silicon Transistor Corporation 
State Street Bank & Trust Company 




TAG The Architects Collaborative 
The Sidney & Frances Grossman 
Charitable Trust 
Tubed Products, Inc. 
Turner Construction Company 
University Hospital A i d Association 
University Travel Co., Inc. 
Walsh Brothers, Inc. 
Wellesley Hills Junior Women's Club 
Memorial gifts were received from the following groups 
of individuals. 
Bittersweet Farm 
Boston Teachers College, Class of '31 
Department of the Navy, Portsmouth 
Navy Shipyard 
Department of Radiation Medicine at 
University Hospital 
Department of Radiation Physics at 
University Hospital 
Employees at Cumberland Farms 
Employees at the Illinois Department of 
Public A i d 
Employees at the Internal Revenue Service 
Employees at New York Telephone & 
Telegraph Company 
Employees at Northeast Utilities 
Employees at Purity Supreme 
Erancis Ward Center 
Friends at Great Pond News 
Friends at the Home Medical Service, 
University Hospital 
League School of Boston 
Millstone Benefit Fund, M . I . T . Lincoln 
Laboratories 
Neighbors at Alonesos Way, Andover 
Nursing Staff on Collomore 6 at 
University Hospital 
Nursing Staff on Robinson 3 at University 
Hospital 
Reading Rotary Club 
St. Bernadette's Seniors 
Watertown Town Hal l Associates 
Worcester Emblem Club # 5 1 
We make a living 
by what we get, but we make a life 
by what we give." 
— W i n s t o n C h u r c h i l l 
S P E C I A L DONATIOxMS: 
The University Hospital Aid Association made a special donation last year to the Hospital to furnish the Family 
and Visitor Lounge in our Cardiac Care Unit. The Association also made smaller gifts in support of the Cdiaplain and 
the Hospital's Social Service programs. 
1982 Employee Giving Campaign resulted in contributions from more than 400 employees to start a Health 
Information System using the HospitaFs dosed circuit television system. Once operational, this system will provide 
programming on health matters for patients and their families. 
Both of these projects are examples of activities that could not he fitted into a constricted operating budget. They were 
selected from among the Hospital's list of priority needs hy an employee committee and hy the Aid Association hoard. 
The projects have now been realized with the special gifts provided. 
I N i M E M O R I A M 
Donations were received during the last year in loving memory of the foil owing persons: 
Helen Albin George DeMaria Charles Harris Maria Mirabella Phillip G. Salem 
Robert Alexander Rita DiSilvio Minnie Herman Anne Mishel Benjamin Schwartz 
Judith Anderson Catherine T. Driscoll John Hutchinson Catherine Morina Doris Sears 
James Ardagna Mary Driscoll Mar i lyn Hynes Alphonse Musto Mary Seniw 
Anastasi Baltusis Robert Dunn Maurice Kamins Margaret Nelson Donald Skuse 
Evelyn Bates Mary B. Eaton Theresa Kennedy Raymond C. Nichols, Sr. Dorothy Snow 
Claude Blacklock James Emery M r . & Mrs . John Kerbel Thelma Nickerson Claire Sonis 
Warren Blair Gertrude Epp Migno n Klein Gweneth O'Nei l Wil l iam Spencer 
Galen Bloom Howard Eeffer Clement Koch Clarence Ossen Bessie Spigel 
Virginia Boudia, R . N . Albert Eerri John Laughlin Albert Owens Lloyd Spinney 
Bessie Brin Hyman Fine Helen M . Leary Louis Palmieri Ruth Todd 
Evelyn Burleigh Murray Freedman David Lilienthal Raymond Peck Ada Wald 
Evelyn Camera Arthur Friedman Mar ion H . Lyons John Plaisted Harold Wald 
Rev. Monsignor George Casey Ann Gillies Rose Madden Phyllis Pierce Stanley Walsh 
Edith Christopulos Samuel Glazer Esther Madfis Virginia Price Jack Weingart 
Sally CipuUo Frances Goetz Francis Mannix Daniel Rakov Patrick Welch 
Donald Cleary John Green Gerry Mansfield Benjamin Ralen Kevin Wessell 
Harold Collier Laura Greenberg Mary Marcel Donald Ramey Paul Yakovlev, M . D 
M i l t o n Cooper Irene Grenon Margaret McDonald Sally Rodman Louis Yaps 
Mary Jane Cunniff Walter Haigh Michael McLaughlin Jeannette Roy Patrick Zipf 
Lawrence Curtis Leroy Hammond Si Mead Leonard P. Roy Vito ZoUa, M . D . 
America DeLuca James Hardcastle Malcolm Metcalf Frank Rusconi 
I N H O N O R 
Special gifts to say "thank you" or to honor a birthday or other special occasion were received in honor of the following: 
Jessie Abbott M a r t i n J. Cloherty fared J. Krane Jerome Preston, Sr. Paul Siroky 
Judy Anderson Andrew Scott Goldstein Jeremy Make Dr. & Mrs . Richard Rosen Bernard Tolnick, M . D . 
Robert Berger, M . D . Philip Kramer, M . D . Peter H . Mozden, M . D . liana Shapiro Mrs . Harold (Ellen) Wald 
Jerome Preston, Jr. 
A N O N Y M O U S G I E T S 
Some donors reciuest that their names not appear in our published listings. We respect their desire to remain 
anonymous and we thank them once again for their concern and support. 
UNIVERSITY HOSPITAL 
AJ- BOSTON U N l V H R S n Y M H D I C A L CENTER 
40 A contribution received after September 30, 1983 does nor appear in this listing 
A UNIVERSITY HOSPITAL PERSPECTIVE 
'Treatment can be 
a nightmare— 
if you're in the wrong place" 
Charlie Croteau's story 
Charlie Croteau broke his neck i n a 
college gym class when he tried a backwards 
somersault on a trampoline and landed on his 
head. His legs were paralyzed; his arms, 
although somewhat impaired, were capable of 
movement. 
That was 10 years ago. There were no 
facilities for the spinal cord injured i n 
Croteau's central Massachusetts community. 
So, at the age of 20, he ended up i n a nursing 
home. "The staff didn't know what to do w i t h 
me. I 'd just l ie there for hours on end, w i t h m y 
back burning up f r o m the pressure of the brace." Charlie was moved to a hospi-
tal's orthopedic u n i t . But the hone specialists there were powerless to help 
h i m . "For eight weeks, 1 was i m m o b i l e and heavily medicated—I didn't know 
where 1 was." 
Finally, a fr iend of Croteau's mother to ld h i m about the New England 
Regional Spinal Cord In jury Center at University Hospital . She'd heard that 
they were experts i n a then-relatively new f ie ld—rehabi l i ta t ion medicine. "1 
transferred there, and the difference was l ike night and day. You know, treat-
ment can he a nightmare i f you're i n the wrong place at the wrong t ime. 
"The staff at the Spinal Cord In jury Center was great—especially the 
physical therapists; they understood m y needs. And, the Center's Director, 
Murray M . Freed, M . D . , really knows his f ield and he really cares. 
"I learned to dress and feed myself. 
They taught me wheelchair m o b i l i t y and 
hand therapy. I l i f t ed weights. I became 
stronger. I learned how to get around hy 
myself." 
Croteau was out i n four months. He 
finished his education. Now, he teaches 
wheelchair m o b i l i t y at the Spinal Cord 
In jury Center and is w r i t i n g a hook about 
wheelchair care. He drives a jeep, swims, goes boating, plays wheelchair bas-
ketball , goes to museums, repairs cars, collects rocks. . . you name i t . 
"As good as the program was i n the early '70s when 1 was a patient, 10 
years of advancements i n rehabil i tat ion medicine have made i t even better. 
Now, w i t h better wheelchairs and advanced technology, patients can do the 
program i n less than two months. Why, I spent longer than that flat on my hack 
before coming to University Hospital ." 
U N I V E R S I T Y 
HOSPITAL 
at Boston University 
Medical Center 
This perspective is part of a series of reports 
on the talent and technology of University 
Hospital's Centers of Excellence. 
University Hospital 
at Boston University Medical Center 
75 East Newton Street | 
Boston M A 02118 
Address Correction Requested 
Dr. Williarn Hollander 
University Hospital 
75 East Newton Street 





PERMIT N O . 3469 
ide show captures] 
)irit, strengths of I 
niversity Hospital] 
With the help of a professional film 
company and the financial support 
of the newly formed University Hos-
pital President's Council, the Hospi-
tal has developed a prize-winning 
multi-image slide show that captures 
in a special way the Hospital's spirit, 
strengths and accomplishments. 
Produced by Michael Drossos 
Associates for the U H Development 
Office, the 10-minute show gives a 
behind-the-scenes look at cancer 
drug treatment, looks in on the 
"struggle for life itself" in the Sur-
gical Intensive Care Unit, focuses 
on U H rehabilitation programs 
and depicts the use of transluminal 
angioplasty, an innovative treatment 
for coronary artery disease. 
The slide show, which won a silver 
medal in the recent competition of 
the Information Film Producers of 
America, was the initial effort of the 
U H President's Council as a group 
formed to create and maintain a 
strong base of unrestricted gift sup-
port for the Hospital's Annual Fund. 
Development Director Michael 
Valentine says "the Council's first 
venture, making this film possible, 
obviously was a great success." 
The award-winning slide show focuses on the ingre-
dients that make UH a great teaching hospital—criti-
cal care, research and teaching. An outstanding char-
acteristic of such academic medical centers is the 
work of outstanding health professionals, who both 
deliver care and train new generations of care-givers. 
By illustrating the teamwork, technology and teach-
ing available at the Hospital, the show makes it clear 
that superb patient care is central to the University 
Hospital mission. 
